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Diseases of the 


NERVOUS SYSTEM 


A TEXTBOOK OF NEUROLOGY AND PSYCHIATRY 
Octavo, 1119 pages, with 475 illustrations and 13 colored plates. Cloth, $9.50, net 


ip peor thoroughly up to date, the lessons of the World War in all fields of neuro- 
psychiatry have been exhaustively considered. 


Consideration of the neurology of the viscera has been greatly enlarged. Here lies, the 
authors believe, the key to the understanding of the major problems of medicine and sur- 
gery, especially in their beginnings. 

The endocrinopathies and their relation to constitutional disease are exhaustively 
treated. The chapters on Disorders of Sensation and Motion have been thoroughly 
revised. The chapters on the Neuroses, Psychoneuroses and Psychoses have been rewrit- 
ten and revised. No other work of its scope and detail is available in any language. 


“The most complete text-book on nervous and mental diseases available in English.”— 
Boston Medical and Surgical Journal. 


By SMITH ELY JELLIFFE, M.D., formerly Professor of Psychiatry, Fordham University, and Adjunct Professor 
of Diseases of the Mind and Nervous System, New York Post-Graduate Medical School and Hospital; Manag- 
ing Editor, Journal of Nervous and Mental Disease; 2nd WILLIAM A. WHITE, M.D., Superintendent of St. 
Elizabeth’s Hospital, Washington, D. C., Lecturer in Psychiatry, U. S. Army and Navy Medical Schools, etc. 
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ry 
AG 
& 
i 
| 
395 
401 
404 
vay 
New 
: 
“te 


= 


Vol. XVI No. 5 SOUTHERN MEDICAL JOURNAL 


| APPLETON’S MEDICAL BOOKS 


Hewlett’s Functional Pathology of 
Internal Diseases 


FUNCTIONAL PATHOLOGY OF INTERNAL DISEASES. By Apion W. HEWLETT, 
M.D., Professor of Medicine, Leland Stanford University. New edition, revised. 716 
pages. Cloth. Illustrated. Price $7.50. 


FUNCTIONAL Pathology is teday the most dynamic field in medicine. 
Its extreme practical importance is now recognized and recent years 
have seen extraordinary progress along this line. This book, which deals 
with those changes in function that are presented in cases of internal 
diseases, gives full consideration both to past experience and to the most 
recent advances. These advances have been of increasing significance to 
the physician. Not only have they served to interpret the clinical pictures 
with which he comes in contact, but they have pointed the way to new 
diagnostic methods and have furnished new indications for treatment. 


Morris’ Clinical Laboratory Diagnosis 


CLINICAL LABORATORY DIAGNOSIS. By Rocer SYLVESTER Morris, M.D., Professor 
and Head of Department of Medicine, University of Cincinnati. 456 pages. Cloth. 
Price $6.00. 

PRESENTATION of diagnostic laboratory tests, both chemical and 

microscopical. The methods of detecting both the normal and ab- 
normal in blood, urine, feces, gastric contents, sputa and puncture fluids 
are described, and the clinical significance of all finds discussed. In con- 
nection with each abnormality a list of the diseases or conditions in which 
the abnormal occurs is given. Thus, in a moment, the worker may run 
through the possibilities without being obliged to search through several 


pages of text. 


S.M.J.-5-23 


D. APPLETON & COMPANY, 
35 West 32nd Street, New York. 


Please send me, carriage prepaid, the books checked below, for which I enclose 


(or charge to my account). 


Hewlett’s “Functional Pathology of Internal Diseases,” $7.50 
Morris’ “Clinical Laboratory Diagnosis,” $6.00 
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Doctor---When the ’Phone Rings--- 


How often that call is an “emergency”— 
how often the sharp, imperative “jingle” of 
that bell directs you to a case in which 
quick, decisive action on your part means 
the saving of a life. Alert brains, cool 
nerve, steady hand—brains backed by the 
knowledge of what to do and how to do it; 
cool nerve sustained through your conscious 
ability, and a steady hand skilled through 
experience; all combining in a practical and 
prompt diagnosis of the case and an equally 
prompt decision on the course to pursue. 
In keeping with the rapid pace of the world 
the busy practitioner must keep pace with 
it. His profession is not an exception to 
the rule. Diagnosis is shaped on new and 
modern lines. New attitudes are rapidly 
crowding out the old lines of thought and 
action. Delving through voluminous books 
and sketching through journals of medical 
research are things of the past in medical 
history. Reliance must be found in quick 
insight and rapid and reliable recourse to 
“APPLIED ARTICLES” that support con- 
scious ability to the farthest limit. He 
must act on things PROVEN—not on theo- 
ries: and it is upon this substantial founda- 


< 
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tion that the MEDICAL INTERPRETER 
is “built for SERVICE.” Proven things 
that have been repeatedly practiced and 
successfully substantiated by the world’s 
highest authorities in medicine and surgery. 
The volumes of the MEDICAL INTER- 
PRETER sparkle with the lustre of achieve- 
ment. They hold no antiquated or conver- 
sational rubbish. They scintillate with 
short, sharp sentences that speak the clarity 
of concentrated thought. One paragraph in 
its incisive brevity holds a greater power of 
words, gives greater scope for immediate 
action, than a score of theoretical pages, 
redundent with fine phrases. The MED- 
ICAL INTERPRETER is the ESSENCE of 
medical and surgical thought, gleaned from 
International sources and available ONLY 
in this wonderful SERVICE. Doctor, if you 
will sign and mail coupon, it will give us 
real pleasure to supply you with extended 
information about the MEDICAL INTER- 
PRETER and give you angles on the sub- 
ject not possible in the space here to tell 
you about it. Be sure also to ask for 
copy of “NO DOCTOR KNOWS,” a 
booklet we are sure you will be in- 
terested in and glad to read. 


“If it’s NEW—it’s in the MEDICAL INTERPRETER —” 


—A SERVICE— 


MEDICAL INTERPRETER CO. 


U. S. Post Office—U St. Station 


1440 U St., N. W. 


WASHINGTON, D. C., U. S. A. 
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NEW LIPPINCOTT BOOKS 


JUST PUBLISHED 
Wilson-Bradbury—Internal Medicine— 


A practice of medicine by practitioners for practitioners arranged for quick reference. 
A doctor can work on the Diagnosis side from the presenting symptom, study it under 
the title of the disease or the organs affected with concise practical treatment for all 
conditions coming within the realm of Internal Medicine. A new and exclusive feature 
is the monographic index, by means of which a doctor has all the advantages of a 
number of separate monographs; for instance, by bringing together under heads like 
“pain,” “vomiting,” etc., every possible reference thereto with page numbers. Three 
volumes with a separate desk index—$20.00 per set. 


Reid—The Heart in Modern Practice— 


This book incorporates the best of the new knowledge with that which may be said to 
have stood the test of time. Brief enough to be attractive to those whose opportunity 
to read upon a single aspect of medicine is limited. It is uniquely arranged to present 
heart disease according to its etiologic types, rather than by anatomical lesions which 
may be common to various types of heart affections. The new classification is from 
an etiological, a functional, and a structural view-point. Fully illustrated. The tracings 
were made by the author in the Heart Laboratory of the Boston City Hospital—$5.00. 


Feer—Pediatrics— 


A celebrated text-book by nine European and seventeen American Pediatricians. No 
similar one-volume work appears in our language. A distinct advantage is the con- 
cise treatment of the subject matter. Arrangement is such that no time is lost in 
referring to any one descriptive passage. Etiology, Pathology, Symptomatology treat- 
ment are all complete. Discussions of individual diseased conditions are absolutely 
dependable, and the therapeutic measures advised are in line with the most recent 
accepted usage—917 pages—262 illustrat ions—$8.50. 


Ely—Inflammation in Bones and Joints— 


A distinctly personal book, based on the results of original research and work in the 
pathological laboratory and co-relation of t:: ith clinical findings. A truly 
practical and delightfully written book on a very important subject by LEONARD W. 
ELY, Stanford University—426 pages—144 illustrations—$6.00. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 Montreal: Since 1897 
16 John St., Adelphi East Washington Square Unity Building 
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New Books 


Clinics Collected Papers of 
St. Elizabeth’s Hospital, Rich- 


mond 


Vol. I—-1922. Contributed by members of the staff. 
575 pages, 6x9, with 250 illustrations. Price, cloth..$7.50 
The first volume of an annual series. It in- 
cludes many clinics never before published, 
and collected papers by members of the staff 
of St. Elizabeth’s Hospital. Gives not only 
the recent scientific work of medicine and 
surgery, but many very practical points of 
interest to every general practitioner. Beau- 
tifully illustrated by Helen Lorraine. 


Collected Papers from the Wash- 
ington University School of 
Medicine 

Vol. I—1921. 1,080 pages, 6x9, with 350 illustra- 
tions, including 1 color plate. Price, cloth....... $12.00 
The first of a series of annuals from this 
important institution. The editors have se- 
lected from a large number of papers the 
best work done in Barnes and St. Louis Chil- 
dren’s Hospital, dispensaries and laborato- 
ries of the School of Medicine, and the Bar- 
nard Free Skin and Cancer Hospital. In the 
choice of the clinical papers an effort has 
been made to include those which represent 
new points of view or those which are of 
interest to all practitioners. The papers 
from the pre-clinical department are of the 
kind which seem to have a direct appeal to 
clinicians. 


Epidemiology and 
Public Health 


By Victor C. Vaughan, M.D., LL.D., assisted by 
Henry F. Vaughan, M.S., Dr.P.H., and George T. 
Palmer, M.S., Dr.P.H. In 3 volumes—Vol. I, ready; 
Vol. II, just published, containing 925 pages, 614x914, 
with illustrations; Vol. III, ready December, 1923. 
Price, cloth, per volume, $9.00. Per set.............. $27.00 


Vol. II on Alimentary Infections, Percuta- 
neous Infections, and Local Infections is 
now ready. This is a monumental work in 
preventive medicine and should be in the 
library of every physician. It is scientific, 
accurate in execution and is presented in a 
charming literary style. 
Order from your bookseller 
or from the publisher 


The C. V. Mosby Company 


508 N. Grand Blvd. St. Louis, Mo. 


TRADE MARK 


Since 1911 the Premier Remedy in the 
Treatment of Rheumatism, Gout, Neu- 
ralgia, Neuritis, Sciatical, Lumbago. 


Look for the name 
“SCHERING & GLATZ, INC.” 


on the Label, the Seal Band and on each 
Individual Tablet. 


If it’s not S. & G.’s, 
It’s not ATOPHAN. 


Obtainable from any up-to-date Druggist 


Complimentary Trial Package and = 
Information from 


Schering & Glatz, 


Incorporated 
150-152 Maiden Lane, 
NEW YORK. 


705 Unity Building, 
MONTREAL. 
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manifestations 


QUIBB ALLERGENS offer a safe and 
effective means of diagnosing those idiosyn- 
cracies responsible for many of the common and 
obscure diseases of the skin and upper air passages. 
The value of the Allergens in the anti-anaphyl- 
actic treatment of such sensitization through de- 
sensitization is now thoroughly established. 


With Spring come many of the flowers and gar- 
den products known to produce such sensitiza- 
tion. Every physician will find abundant need 
for these valuable diagnostic agents during the 
coming Spring months. 


The Squibb Allergens are highly concentrated 
proteins from food, pollens, and other common 
materials with which man is daily brought into con- 
tact, especially purified for diagnostic purposes. 


The Group Allergens, or combinations of those 
proteins producing similar clinical manifestations, 
represent a distinct advance in diagnostic technic, 
They simplify the diagnosis by reducing the 
number of tests required to a minimum. 


Write for complete descriptive literature and lists of 
Squibb Allergens and Group Allergens now available. 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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PASTEGR ANTIRABIC. PREVENTIVE TREATMENT 


FOR VETERINARY Use 
1, 2 AND 3, IN SYRINGE 
Wid be administered subcutanconsly the in which they are 
nge late) namely; ‘Dom the Brat dav of Dose 2 on 
Bach euocessive dose to the expiration 


A Fourteen-Dose Home Treat- 
ment by the Family Physician 
HOW TO ORDER 


Telegraph nearest Lilly Depot: Indi- 
anapolis, New York, Chicago, St. 
Louis, Kansas City, New Orleans or 
San Francisco, specifying V-776. 
State number of persons to be 
treated. Indicate wholesaler who is 
to invoice (orders must come from 
responsible druggists). No stock to 
carry, no investment. Be prepared 
for the emergency—that’s all. 
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FLUOROSCOPIC AND 
RADIOGRAPHIC DIAGNOSIS WITH A SINGLE UNIT 


N many roentgenological laboratories 

and general practitioners’ offices a 
single unit is needed for fluoroscopic or 
radiographic diagnosis. 

To meet this need the Victor Stabil- 
ized Fluoroscopic and Radiographic Unit 
has been designed. Its principal feature 
is the Victor-Kearsley Stabilizer, which 
is found only in Victor equipment and 
which automatically controls the tube 
current regardless of the fluctuations in 
line voltage. The result is that technique 
can be standardized and uniformly good 
radiographic resultscan becounted upon. 


In addition there are such refinements 
asa circuit breaker for protecting opera- 


tor, patient and apparatus; the auto- 
transformer control which permits the 
selection, through one lever, of any 
back-up spark from three to five inches; 
the high-tension, closed core, oil-im- 
mersed transformer; and the control 
stand. with its long cable and its con- 
venient on-and-off foot-switch, and its 
caster-mounting which makes move- 
ment in every part of a room possible. 


The underlying principles of construc- 
tion and operation have beenestablished 
by Victor research, which is a sufficient 
guarantee that the Unit will meet the 
requirements of the general practitioner 
or the roentgenologist. 


A descriptive bulletin will be sent on request 


VICTOR X-RAY CORPORATION, Jackson Blvd. at Robey St., Chicago, Ill. 
Sales Offices and Service Stations in All Principal Cities 
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To the Medical Profession of Alabama: 


GILLILAND 
BIOLOGICAL PRODUCTS 


The Gilliland Laboratories is the only firm author- 
ized by the Alabama State Board of Health to sell and 
distribute State Label Biological Products at special 
prices. 


Gilliland Products may be obtained from State Dis- 
tributing Stations. If unable to obtain our Products in 
your locality, send your orders direct to our Montgomery 
Office, 517 Dexter Ave., where they will be given prompt 
attention. 


Specify The GILLILAND Label. GILLILAND 
Products are used and approved by your State Board of 
Health. 


THE GILLILAND LABORATORIES 


Producers of Biological Products 


MARIETTA, PENNA. 
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principle. 


tically reliable. 


Epinephrin Chloride 


Solution (Abbott) 


(List No. 1360) 


A sterile isotonic solution of the active adrenal 
Absolutely true to label and therapeu- 
When using this valuable gland 


derivative, let it be the Abbott-quaiity preparation 
which is now and for the first time available to 


physicians. 


This solution is suitable for local application and 
for internal use either by mouth or hypodermically. 


In 1-ounce bottles. 


New but 


NEW YORK 


31 E. 17th Street 


TORONTO 


Price $1.00 net. 


already in large 
Alopil (Abbott) 


of the bowel. 


559 Mission Street 
SAN FRANCISCO 


(List No. 1355) 
A laxative or cathartic pill, which, unlike the ordinary, 


tends to restore rather than break down the natural habit 
Note the formula: aloin, gr. 1/5; strych- 
nine sulphate, gr. 1/100; atropine sulphate, gr. 1/500; 


oleoresin capsicum, gr. 1/100; emetoid, 


gr. 1/100; bilein, gr. 1/50. 


Will be 


found to suit the needs of a large class 
Best for the chronically 


of pateints. 
constipated. 


Bottle of 1000. Price, $1.88 net. 


SEATTLE 


Have your druggist stock these excellent items or order from us direct. 


THE ABBOTT LABORATORIES 


4753 RAVENSWOOD AVE., CHICAGO 
234 Central Bldg. 


BOMBAY 


For Prices in Canada, Apply to Our Canadian Branch, 221 W. Richmond Street, Toronto 


420 South San Pedro 8t. 
LOS ANGELES 
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ADIUM 


STANDARD CHEMICAL CO. 


“Know the Company from Which You Buy” 
SERVICE 


T 


HE service rendered by this Company is highly efficient and helpful. It begins with 
the sale of high-purity Radium and then continues uninterruptedly by cooperating with 


the physician and assisting him in the proper application and use of Radium. 


Necessary instruments and screens for the safe hand- 
ling and application of radium. 

A comprehensive and scientific course of instruction 
in the physics and therapeutic use of radium. 

A loose-leaf Compendium of Abstracts of professional 
papers, showing the technic and results of radium 
treatment, with supplements as issued. 


SOME POINTS OF OUR SERVICE 


“RADIUM”—a quarterly journal, the oldest publi- 
cation devoted exclusively to the therapeutics of radium. 
Complete installations of the latest apparatus for the 
collection, purification, tubing and measurement 
radium emanation. 

Medical and technical experts always available for 
conference or for advice by letter. wi 


Skilled assistance in seeking lost radium. 


RADIUM CHEMICAL Co, 


PITTSBURGH, PA. 
NEW YORK CHICAGO 


BOSTON SAN FRANCISCO 


SSS | The Management of an Infant’s Diet | 


LEMME 


= 


Constipation 


Infants that have a fat intolerance as a result of being fed upon mixtures 
containing a high percentage of cow’s milk fat may develop a condition of 
constipation of a most pronounced type. This appears, at first, to be most 
difficult to correct; yet a very simple adjustment of the diet will bring prompt 
relief. The proper procedure is to remove all of the cream from the milk to 
be used in preparing the diet and add an easily assimilable carbohydrate. 
This carbohydrate element should be free from starch and one that has a 
high point of assimilation, for it is important that a relatively high percentage 
be used in order to compensate for the heat and energy lost by removing the fat. 


Mellin’s Food 


contains the carbohydrate—maltose—which answers the purpose, for maltose is 
utilized in largeramountsthanany othercarbohydrate. Successful results may 
therefore be obtained by preparing the modification with skimmed milk and at 
least four level tablespoonfuls of Mellin’s Food to each pint of the food mixture. 

Further details are given in a pamphlet which physicians may obtain 
upon request. 
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| Mellin’s Food Company, Boston, Mass. | 
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Passing Fads in the Manufacture 
of Dentifrices 


Not a Medicated Dentifrice. Years ago Colgate 
& Company refused to meet artificial demands for 
a highly medicated dentifrice. They followed scien- 
tific dentists in the contention that strong dru 

are harmful tothe mucous membrane of the aul. 
Such drugs should not be used in a dentifrice ex- 
cept in thetreatment of pathological conditions, and 
then only under the advice of a dental practitioner. 


Not an Acid Dentifrice. Once more Colgate & 
Company’s stand is with the scientific members of 
the medical and dental professions who refuse to 
use an acid tooth paste. Those doctors recommend 
to their patients a dentifrice with high cleansing 
qualities, pleasant to taste, containing a thorough 
non-gritty cleanser. 


Colgate’s Dental Powder holds a high position 
among those of the dental profession who prefer 
a dentifrice in powder form. As with Ribbon 
Dental Cream, it is based on the same fine pre- 
cipitated chalk and pure soap. 


A generous supply of 
samples will be sent 


postpaid to professional CLEANS 
friends upon request. TEETH THE 
RIGHT WAY 
Medical Dept. “Washes' and Polishes» 
Doesnt Scratch * 
COLGATE & Co. or Scour i 


" Truth in Advertising Implies 
Honesty in Manufacture 


Established 1806 
199 Fulton St., New York 
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FEVER IN TUBERCULOSIS 


“Creosote has found a slight field of usefulness in the treatment of 
the fever of tuberculosis. In my experience, at all events, the cases 
in which it has been used have shown a greatly diminished febrile 
movement.”’—J. M. ANDERS: Practice of Medicine, Ed. 3, 1917, p. 283. 
CALCREOSE has the same pharmacologic action as 
creosote but does not have any untoward effect on the 
ie even in doses as high as 160 grains daily. Therefore 
2 crecose me a it is used in the treatment of longstanding cases of 
BRONCHITIS such as those associated with pulmonary 
tuberculosis. 
CALCREOSE (calcium creosotate) is a mixture con- 
||| || taining in loose chemical combination, approximately 
|| equal weights of creosote and lime. 


| HE TABLETS—POWDER—SOLUTION 
Literature and Samples on request 
THe Mattsic CHEMICAL COMPANY 
Newark, New Jersey 


ONE POUND 


* For the ready and easy preparati 


RADIUM RENTAL SERVICE 


Radium loaned to physicians at moderate rental 
fees, or patients may be referred to us for treatment 


if preferred. 
Careful consideration will be given inquiries con- 
cerning cases in which the use of Radium is indicated. 


BOARD OF DIRECTORS 


William L. Baum, M. D. Wn. L. Brown, M. D. Frederick Menge, M. D. 
Louis E. Schmidt, M. D. Thomas J. Watkins, M. D. 


The Physicians Radium Association 


1105 Tower Building, 6 N. Michigan Ave. 
Telephones: Randolph 6897-6898 William L. Brown, Managing Director 
CHICAGO, ILL. 
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SO THE DOCTOR MAY KNOW 


You should be familiar with these arti- 

cles on the use of radium: 

“The Treatment of Cancer of the Pelvic 
Organs with Moderate Irradiation.” 
Clark, John G., and Keene, Floyd E., 
Philadelphia. AM. J. OF ROENT- 
GENOL., Vol. IX, No. 12, 1922. 


“The Treatment of Benign Conditions of 
the Pelvis with Radium.” Stacy, Lena 
J., Mayo Clinic, Rochester, Minn., 
AM. J. OF ROENTGENOL., Vol. IX, No. 
10, Oct. 1922. 


“The Present Field for the Use of the 
X-Rays and Radium in the Treatment 
of Malignant Neoplasms.” Stone, 
William S., New York City. Am. J. 
OF ROENTGENOL., Vol. IX, No. 8, Aug. 
1922. 


The Medical Department has many 
thousands of reprints or abstracts on 
file and can supply not a little informa- 
tion to those interested. 

The Radium Therapist is our publi- 
cation. 

Sample copies will be sent upon re- 
quest. 


“The Mark of a Complete eer Care Radium Therapeutic Service 


The Radium Company of Colorado 


RADIUM BUILDING, DENVER, U.S. A. 
BRANCH OFFICES 


San Francisco: 582 Market St. Chicago: 


853 Peoples Gas Bldg. 
Paris: 118 Avenue des Champs Elysees 


New York: 244 Madison Ave. j 


PINE-CREST MANOR 


SOUTHERN PINES, N. C. 


For Care and Treatment of the Tuberculous. 


Pine-Crest Manor is located one mile from 
town limits of Southern Pines. Site of 
buildings on crest of hill, surrounded by long 
leaf pines, overlooking Southern Pines Coun- 
try Club and Golf Links. 

An ideal all-the-year round climate. Nei- 
ther too cold in winter nor too warm in sum- 
mer, dry and invigorating the year round. 

All buildings new and modern throughout. 
Completely equipped. Our own farm, poul- 
try and dairy products. Excellent cuisine. 


Rates range $25.00 to $50.00 a week. De- 
scriptive booklets upon request. Address 
for further information 

DR. J. W. DICKIE, 
Medical Director, 
Southern Pines, North Carolina. 


Orlando, Florida 


by Seventh-day Adventists. 
tific and efficient. Equipment modern. 
cation ideal—overlooking beautiful 


facilities efficient. X-Ray, actinic ray, 


and massage. Rates moderate. 
mation and booklet write 


Florida Sanitarium and Hospital 


One of the forty like institutions conducted 
Service scien- 


Climate delightful, cool in summer, warm 


tricity in its various forms, hydrotherapy 
For infor- 


DR. L. L. ANDREWS, 
Medical Superintendent. 


Lo- 
lake. ; 


in winter. 
Tuberculous and contagious diseases 
barred. Battle Creek methods. Laboratory ; 


elec- 
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THE CHESTON KING SANITARIUM, Inc. 


For Treatment 


DR. J. 


of CHESTON KING 


LIGHT MENTAL 
DISEASES 
NERVOUS DISEASES 
AND GENERAL 
INVALIDISM 


and 


DR. W. A. GARDNER 
Proprietors and 
Medical Directors 


At Stone Mountain, Ga., 16 Miles from Atlanta 


Address all communications to 204-205 Peachtree Bidg., Atlanta, Ga., or Stone Mountain, Ga. 
Phones: City Office, Ivy 2737; 32 Stone Mountain, Ga. 


TO THE DOCTORS: 

After having owned and operated the Howell Park Sanitarium in Atlanta for several years I built 
the Cheston King Sanitarium on Peachtree Road, and during the crisis of the war the Government 
bought it from me. 

Now I have just completed a Sanitarium that the profession can feel proud of. 

Every room in this beautiful institution silently preaches the Gospel of Sunshine, impresses you 
with the tender care of Home—and sways your thoughts with the beauties and wonders of nature. 
As you view Stone Mountain, the largest Granite Mountain in the World—not excepting the Rock of 
Gibraltar, you have gazed upon one of the Wonders of the World. We have endeavored to make this 

‘Sanitarium, from the standpoint of location, equipment, cuisine, refined nurses, second to no institu- 
tion in our country. 

For any further information address Dr. J. Cheston King, 204-5 Peachtree Bldg., Atlanta, Ga., or 

. W. A. Gardner, care The Cheston King Sanitarium, Stone Mountain, Ga. 


Dr. 


THE RUTHERFORD HOSPITAL 


SURGICAL AND GYNECOLOGICAL CASES 
Rutherfordton, N. C. 


Founded and Incorporated in 1906 


Training School for Nurses 
(Approved for the training of Internes) 


The Rutherford Hospital announces to the profession that its emana- 
tion apparatus and new x-ray plant have been installed. With the amount 
of radium in its possession, nearly one gram, they are prepared to treat all 
suitable cases. 

Radium is often indicated in malignancy, preoperative, post operative 
and palliative for inoperable cases, certain types of myoma uteri and benign 
bleedings—Hodgkin’s disease, keloids, venereal warts and certain skin dis- 
eases. 

A physicist and a surgeon proficient in radium treatment have been 
added to the staff. 


For terms and particulars address the superintendent. 
HENRY NORRIS, M.D., F.A.C.S.. 


MONTGOMERY H. BIGGS, M.D., F.A.C.S. 
ROBERT H. CRAWFORD, M.D., F.A.C.S. 
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M AYVIEW M ANOR. BLOWING ROCK, NORTH CAROLINA 
The Peace of the Everlasting Hills 
A Hotel of superior architecture, surroundings, yA and service. While especial attention is paid to 
dietetics, and more especial attention is paid to the dietetics of children, MAYVIEW MANOR is in no 
way or respect a hospital, or sanatorium. 

The altitude of forty-five hundred feet puts it on an isothermal line with northern Maine and Quebec. 

All milk used in the diets of children is from our own herd of registered Holstein cows, and all other milk used 
in the hotel is from our own herd of Jerseys. Cottages and bungalows adjacent to the hotel are all 
under hotel management. Dietitian and nurses to carry out the family physician’s orders and wishes 
as to diet and regime. 

Resident Physician in the hotel. For rest, recreation, convalescence, sport, including golf, tennis, dancing, trout 


fishing and horseback riding, and all mountain sports, there is nothing better in America. 
For detailed information, Rates and 


G. M. RANDALL, M.D. Reservations write 
w, L. ALEXANDER, 


Resident Physician. 
Blowing Rock, N. C. 


THE HENDRICKS - LAWS 


MISS QUINN’S NURSING HOME 


Chas. M. Hendricks, James W. Laws, 


REST AND PRECISION IN DIET Medical Directors. 
A modern and thoroughly equipped pri- 


vate institution for the treatment of all 
930 South 20th St. forms of tuberculosis, located at an ideal 
BIRMINGHAM, ALA. point, where atmospheric conditions ap- 
proach perfection in the treatment of such 
In connection with offices of Dr. James S. McLester. disorders. 2 For full information, address 
Medical Directors. 
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DAVIS-FISCHER SANATORIUM 


25-27 East Linden Avenue 
ATLANTA, GEORGIA 


Fireproof _ buildings, 
modern in every respect, 
for the treatment of sur- 
gical, gynecological and 
obstetrical cases. A lim- 
ited number of medical 
cases admitted. No men- 
tal or alcoholic cases or 
drug addicts admitted. 
Laboratories complete 
for all modern investiga- 
tions and diagnoses, also 
x-ray and radium treat- 
ment. Training school 
for nurses. 


Strictly ethical. 


350 shade trees, cement walks, playgrounds. 
Post grounds and Country Club. 


J. A. McIntosh, M.D., Res. Physician. 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addic tions and Nervous Invalids Needing Rest and Recuperation 
Established 1903. 


Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. 


Modern clinical laboratory. 7 buildings, each 
with separate lawns, each featuring a small separate sanitarium; affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
Surrounded by beautiful par, Government 


T. L. Moody, M.D., Supt. and me. Physician. 


W. Stevenson, M.D., Res. Physician. 
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WM. RAY GRIFFIN, M. D. M. A. GRIFFIN, M. D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resort of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 
tively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 

For information and booklet write Drs. Griffin and Griffin. 


CURRAN POPE A. THRUSTON POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 
_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
— drug habits and alcoholism. Bed-ridden cases not received without previous arrange~ 
ent. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physi- 
cians and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric julce, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free uge of patients. 

Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd of registered Jerseys. 

THE POPE SANATORIUM 


Long Cistance Fhenes ( Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut St. 
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CITY VIEW SANITARIUM 


(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS. 


Moved to its new location July 1, 1922. 

An entirely new plant has been erected. 
Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty acre tract, and surrounded by large grove 
and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville. 
JOHN W. STEVENS, M.D., Physician-in-charge. 


R. F. D. No. 1 5 
NASHVILLE TENNESSEE 
On Murfreesboro Pike, one-half mile east of old location. 


Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For the treatment of Nervous and Mental Diseases, 
General Invalidism and Drug Addictions. Separate 
Department for the Custodial Care of Chronic Cases. 
The Sanitarium is located on the Marietta Car Line, 
10 miles from the center of the City, near a beautiful 
suburb, Smyrna, Ga. Grounds comprise 80 acres. 
Buildings are steam heated, electrically lighted, and 
many rooms have private baths. 

Rates 
Acute cases $35.00 to $55.00 per week. 
— Cases for custodial care $20.00 to $35.00 per 
week. 
Reference: The Medical Profession of Atlanta. 

DR. JAS. N. BRAWNER, Medical Director 
DR. ALBERT F. BRAWNER, Res. Physician 
City Office 
702 Grant Bldg. ATLANTA, GA. 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous. Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 

WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 

- Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 
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BLACKMAN SANITARIUM 


172 Capitol Ave., Atlanta, Ga. Dr. W. W. Blackman, Medical Director. 


Digestive and Nervous diseases, 
Heart-artery-kidney affections, Mal- 
nutrition and underweight, Diabetes, 
Obesity, Anemia, Toxemias, Malaria, 
Rheumatism, Sciatica, Neuritis. 

(Surgical, contagious, mental, alcoholic 
and drug-habit cases not received.) 


Elaborate hydrotherapy; Dietetics; 
Fattening treatment (Milk cure—5 
ibs. per week); Allen treatment of 
diabetes; Sippy treatment of ulcer; 
Rest Cure; Gall-bladder drainage; 
High frequency, sinusoidal and gal- 
vanic electric modalities; Actinic ray. 


Laboratory for blood chemistry and 
for chemical and microscopic examina- 
tions in general. 

X-ray diagnosis. 

Homelike resort atmosphere. 

Rates $35 to $50 per week. 


THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 


Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

Dr. W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Nashville, 
Henderson Division 
of L. & N. Ry. 


Location ideal, elevation 1,000 feet, buildings modern, hot and cold water, gas lights, perfect sewer- 
age and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray 
Diagnosis. Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated booklet on application. 


DR. W. S. RUDE, Medical Director. RIDGETOP, TENN. 
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VON ORMY COTTAGE SANATORIUM Fe Treatment, of 


R. G. McCORKLE, M.D., Medical Director 


W. R. GASTON, Manager F. C. COOL, Assistant manager 
Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 


erate rates. For booklet and other information please address the manager. 


Greensboro, 


Glenwood Park Sanitarium, noth Carciive. 


SUCCEEDING TELFAIR SANITARIUM 


a 
The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. : 
CLASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 


ot and exercise, with such other remedies as are calculated to assist nature in the work 0 
restoration. 
Special attention is given to the use of electricity. Twenty years’ experience has proven it in- 
valuable in cases of nervous prostation, incipient paralysis. insomnia, the opium and whiskey habits, 
and those nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address WwW. C. ASHWORTH, M.D., Superintendent. 
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Sterling-Worth Sanitorum | | ST. LUKE’S PRIVATE 
and Psychopathic Hospital | SANITARIUM 


NEW ORLEANS 


A private Sanitarium specializing 
SEL | in the scientific treatment of mild 
nervous cases, exhaustion and toxic 
psychoses, constitutional and meta- 
bolic disturbances, functional neuroses 
Individualised Care of _ | | where rest and recuperation are de- 
the Narcomanias | sired. 

Surgical convalescents and general 
invalidism. 

| Most modern and_ extensively 
COCONUT GROVE, (MIAMI) FLA. | equipped Sanitarium in the Southern 


country. 


DR. B. F. GALLANT, 
G. H. BENTON, M.D., F.A.C.P. | Modtesi Divecter, 


STUART CIRCLE HOSPITAL, Richmond, Va. 


STAFF 
General Surgery : Obstetrics : Internal Medicine: Ophthalmology, Oto-Laryngology: 


Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 


With 115 beds, consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment 
‘for the treatment of medical cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a 


modern standardized hospital for private patients. 
ROSE ZIMMERN VAN VORT, R.N., Superintendent. 
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WESLEY HOSPITAL 


AND 


_WESLEY LABORATORY 


Fully equipped for 
Cooperative Diagnosis, 
Medicine and Surgery, 


CLINIC MEMBERS 
Dr. A. L. Blesh 


Dr. W. W. Rucks 
Dr. Marvin E. Stout 
Dr. J. Z. Mraz 

Dr. W. H. Bailey 
Dr. D. D. Paulus 
Dr. J. C. Macdonald 


Up-to-date X-Ray 
Laboratory 


Clinical, Pathological 
and 
Chemical Laboratory. 


Radium Service. 


THE OKLAHOMA CITY CLINIC 


Hospital Phone, Wal. 7700 Clinic Offices, Phone Wal. 7700 
12th and Harvey Patterson Bldg. 


Wallace-Somerville Sanitarium 


SUCCEEDING THE PETTEY & WALLACE SANITARIUM 


MEMPHIS, TENN. 
WALTER R. WALLACE, M.D. WILLIAM G. SOMERVILLE, M.D. 
FOR THE TREATMENT OF 


Drug Addiction, Alcoholism, Mental and Nervous Diseases 


Located in the Eastern suburbs of the city. Sixteen acres of beautiful grounds. - 
- All equipment for care of patients admitted. 


22 May 1923 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohlo Rallroad 
and Electric Line from Washington 

This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 


Medical Staff: Dr. R. E. Flack, Dr. Geo. Alexan der, Dr. Edw. W. Schoenheit, Dr. Louis Dienes. 


A modern and_ completely 
equipped institution for the 
treatment of tuberculosis. High- 
class accommodations. Strictly 
scientific methods. For particu- 
lars and rates write to 


WM. A. SCHOENHEIT, 
Business Manager. 


(Please mention this Journal) 


Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE _— MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in-the midst of grounds which 
ay embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 

walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 


Rooms may be had single or ensuite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 


Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined witn properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 


- 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 


Devoted to the Scientific Treatment of Organic and Functional Nervous 
Diseases. 


A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchard, and vineyard—wholesome food, cooked under super- 
vision of a dietician—a congenial, restful atmosphere in an up-to-date building—air, 
water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 


(Positively no Insane or Tubercular Persons are Admitted) 


: 


>! 
Ghe W illows 
A superior seclusion maternity home and hospital for 
unfortunate young women. Patients accepted any 


time during gestation. Adoption of babies when 
arranged for. Prices reasonable. 
* Write for 90-page illustrated booklet. 


° K Ci 
the Willows 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and orna- 
mental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, 
low-pressure steam heat, electric light, fire protection and an abundance of pure water. The elegance 
and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities for 
giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced nurses 
and house Physician. An improved treatment for Opium-Morphin Addiction. 


S. T. RUCKER, M.D., Director Medical Department. 
Memphis, Tenn. Bell Telephone Connections 


KENILWORTH SANITARIUM 


-KENILWORTH, 
(Established 1905) 
(C. & N. W. Railway, Six Miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental dis- 
eases. Approved diagnostic and therapeutics methods. 

An adequate night nursing service maintained. Sound proof rooms 
with forced ventilation. Elegant appointments. Bath rooms en suite, 
steam heating, electric lighting, electric elevator. 

Resident Medical Staff: 
Anna J. Waite, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, II. 


WAUKESHA SPRINGS SANITARIUM 
For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 


BYRON M. CAPLES, M. D., Supt. 
Waukesha, - Wisconsin 
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The Cincinnati Sanitari 
Inc. 1873 

For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 


H. P. COLLINS, Busi M Visiting Consultants 
, Business Manager 
Box No. 4, College Hill D. A. Johnston, M.D., 


CINCINNATI, OHIO Medical Director 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


For purely 
nervous cases, 
nutritional er- 
rors and con- 
valescents, 


Completely 
equipped for hy- 
drotherapy, 
massages, ete. 


Cuisine to 
meet individual 
needs. 


F. W. Langdon, 
Robert Ingram, 
M.D. 
Visiting 
Consultants. 


D. A. Johnston, 
M.D., Medical 
Director. 


H. P. Collins, 

Bus. Mgr., Box 
No. 4, College 
Hill, Cincin- 
nati, Ohio. 
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The Buie Clinic and Marlin 


Sanitarium-Bath House 
connecting with 
The Arlington Hotel 
MARLIN, TEXAS 


A thoroughly modern institution for chronic diseases. Capacity for Clinic and Bath recently doubled, install-— 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


N. D. Buie, M.D., Supt. and Internist 

L. M. Smith, M.D., Supt. and Internist 

O. T. Bundy, M.D., Asst. Supt. and Gyne- 
cology 

. S. Garrett, M.D., Urology and Syphilis 

. S. Munger, M.D., Roentgenology and 


Consultations 

H. Paine, M.D., Pathological Laborato- 
ries 

M. Wood, M.D., Eye, Ear, Nose and 
Throat and Consultations 

Drs. Foster and Stallworth, Dentistry 


H 

W 
E 


The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALD E. BAKER, M.D., F.A.C.S, 
Surgeon in Charge 
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DR. S. S. MARCHBANKS 


527-28-29-30-31-32-43 Volunteer 
State Life Bldg., 


Chattanooga, Tenn. 


Announces to the profession 
the installation of a Deep 
Therapy X-Ray Apparatus 
for the treatment of all deep 
seated malignancies. 
Practice limited to X-Ray 
Diagnosis, Deep X-Ray Ther- 
apy and Skin Diseases. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With The Majestic 
Hotel and Bath 
House and The 
Bethesda Bath 
House 


One Hundred Twenty-five Beds. 

Sixty-four Quick Filling Tubs. 
A modern institution equipped with all the latest 
laboratory, X-ray, dietetics and physio-therapy meth- 
ods used in the diagnosis and treatment of chronic 
diseases. A graduate doctor in charge of each de 
partment—thus utilizing group work. Marlin hot 
water is similar to the famous Carlsbad. 


STAFF. 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 
W. K. Logsdon, M.D., Syphilology, Urology and 
Dermatology. 
Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
J. B. White, Ph.C., M.D., Roentgenology and Gastro 
enterology. 
F. A. York, M.D., Medical Gynecology and General 
Medicine. 
Emma Beck, M.D., Pathology. 
S. P. Rice, M. D., Obstetrics and General Practice. 
5 P. Robertson, D.D.S. 
H. Robertson, D.D.S. 
Mies Winifred Spruce, yo Supt., and Dietetics. 
Miss Lina Elder, R.N., 
For further aac write for folder to 


TORBETT SANATORIUM, MARLIN, TEXAS. 


Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 

The co-operation of physicians is invited. It is the 
home and family physician for treatment, at the 
policy of this Hospital to return patients to their 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 


‘ complete staff of skilled specialists in co-opera- 
on. 


For further particulars regarding rates, etc., write 
DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 
“Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


LAUS DE’O 


For the Refuge and Reformation of Unfortunate Girls 
LASCASSAS, TENN. 


We place at the disposal of the Medical Profession a 
strictly private and up-to-date retreat out in the 
country for the care and protection of unfortunate 
girls and infants. We want girls who would retrace 
missteps, leave the burden of their mistakes, preserve 
individual character and family reputation. Girls 
must come through a physician. We make this re- 
striction in order to have only girls from the best 
class, who are worthy of help. Laus De’o is only two 
hours’ ride from Nashville. Dr. J. C. Kelton is at- 
tending physician and may be reached by letter or 
phone, Murfreesboro 6105, for information. Private 
letters should be addressed to Miss Kitty Cook, Las- 
cassas, Tenn. 


The Ella Oliver Refuge 


A refined Christian home for the care and 
protection of unfortunate girls during pregnancy 
and confinement. 

Under the auspices of the Women’s and Young 
Women’s Christian Associations of this city. 

Adoption of babies arranged for when desired. 

Patients may have house physician or any 
other ethical ,yhysician. 

Charges very reasonable. 

Strictest privacy is maintained. 

For folder and further information, address 

ELLA OLIVER REFUGE, 
903 Walker Ave., 


Phone—Walnut 639. Memphis, Tenn. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 


BIRMINGHAM, ALABAMA 


“For the Diagnosis and 
the Dietetic, Medical 
and Educational Treat- 
ment of Diseases of the 
Stomach and Intestines 
and of Nutrition.” 


Convalescent Surgical Patients are accepted. Functional nervous patients for whom diet and 
health instruction are necessary are particularly desired. No typhoid, tuberculosis or other 
infectious cases will be accepted. A delightful environment free from the annoyances of a 
general hospital, on Birmingham’s most beautiful boulevard. 


For further information address Dr. Seale Harris’ Dietetic Infirmary, 2234 Highland Avenue, 
or Dr. Seale Harris, 804-808 Empire Building, Birmingham, Alabama. 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 
This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases. 


RADFORD, VA. 


MEDICAL STAFF: 
J. C. King, M.D. 
John J. Giesen, M. D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and treat- 
ment of medical, neurological, mild mental 
and addiction cases. Ideal location, 2000 
feet above sea level. Rates reasonable. 
Railway facilities excellent. Write for 
full detdils. 


| SAINT ALBANS SANATORIUM 
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Dr. Walter A. Weed 


Announces the installation of a 280,000 Volt Deep Therapy 
X-Ray Transformer with modern accessory equipment as a 
further acquisition to his treatment facilities. 


Calibration of machine after installation and standardization of 
dosage by Albert Bachem, Ph. D., of Frankfort, Germany. — 


Radium and X-Ray Laboratory 


Doctors Building 
517 North Twentieth Street, 
BIRMINGHAM, ALABAMA. 


Albuquerque Sanatorium 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained in 
Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


W."A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M. D. 


Pottenger Sanatorium, ae ns nang | For Diseases of the Lungs and Throat 


F. M. Pottenger, A.M., M.D., LL.D., 
Med. Director. 


J. E. Pottenger, A.B., M.D., Asst. Med. 
Director and Chief of Laboratory. 


Situated in a beautiful park on the 
southern slope of the Sierra Madre 
Mountains. Magnificent valley and 
mountain views. Elevation 1000 feet. 
i Winters delightful, summers cool and 
pleasant. Rooms and bungalows with 
modern conveniences. Thoroughly 
equipped for the scientific treatment 
of tuberculosis. Competent staff. Close 
/ personal attention. Excellent cuisine. 
Near Los Angeles and Pasadena. 


= Los Angeles Office: 1045-6-7 Title In- 
Address POTTENGER SANATORIUM, Monrovia, Callf., for particulars. surance Bldg., 5th and Spring Sts. 
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The Southern Radium Clinic, Inc. 


CUSACH BUILDING 
NEW ORLEANS, LOUISIANA 


STAFF 
DR. ROBERT BERNHARD DR. HENRY LEIDENHEIMER 
DR. F. TEMPLE BROWN DR. THOMAS B. SELLERS 
DR. P. J. CARTER DR. PAUL T. TALBOT 
DR. ANSEL M. CAINE DR. W. A. REED 
DR. A. CAIRE DR. RALPH HOPKINS 
DR. F. R. GOMILLA DR. J. P. O7KELLEY 


DR. ARTHUR L. WHITMIRE 
DR. D. C. McBRIDE, Radio-Therapist 


ADDRESS COMMUNICATIONS TO 


THE 
MARTIN 
CLINIC 


Dugan-Stuart Bldg. 
HOT SPRINGS, ARK. Nashville 


DR. E. A. PURDUM Private Maternity Hospital 


Chief of Staff For the care and protection of unfortunate young 
women. Adoption of babies arranged. Ethical super- 


DR. W. G. KLUGH vision. 

DR. W. F. PORTER 1230 Second Avenue South 

DR. P. Z. BROWNE NASHVILLE, TENN. 
DR. C. W. JENNINGS 


W. J. FORD 
Roentgenology 


C. W. ABEL 
Clinical Pathology 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest, Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 ig 
from Cincinnati, on C.H.&D. R.R 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 
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The Clinic 


MACON, GEORGIA. 


Dr. W. C. Pumpelly. Dr. D. T. Henderson. 
Dr. G. Y. Massenburg. Dr. Fred A. Sprague. 
Dr. Harry Moses. Dr. P. G. Gates. 


Complete diagnostic studies of medi- 
cal and surgical cases. 

Surgical and medical treatment. 
Pathological, Bacteriological and X- 
Ray Laboratories, and Radium. 


We invite the profession to avail them- 
selves of our facilities. 


Address 


THE CLINIC 
MACON, GEORGIA 


ST. ELIZABETH’S HOSPITAL 
RICHMOND, VA. 


CONDUCTED UNDER THE GROUP 
SYSTEM. 


Staff. 


J. Shelton Horsley, M.D., Surgery and 
Gynecology. 


Wm. H. Higgins, M.D., Internal Med- 
icine. 
Austin I. Dodson, M.D., Urology. 
Fred M. Hodges, M.D., Roentgenology. 
Helen Lorraine, Medical Illustrator. 
Rose L. Shelton, Clinical Pathology. 
Nellie H. Van Dyke, B.S., Dietetics. 
Thos. W. Wood, D.D.S., Dental Sur- 
gery. 


Myra E. Stone, R.N., Superintendent. 
Julian P. Todd, Business Manager. 


All graduate nurses. A limited num- 
ber of graduate nurses taken for post- 
graduate instruction. 


RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 


Sanitarium 


705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, M.D. 

E. D. Newell, M.D. 

J. Marsh Frere, M.D. 
E. R. Campbell, M.D. 
J. J. Armstrong, M. D. 
E. N. Haller, M.D. 


RADIUM AND X-RAY 
LABORATORY 


in Connection With : 
DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all con- 
ditions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director, 


Greenville, Miss. 
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CONVENTION HALL 


400 Rialto Building 


ANNUAL FALL CLINICS—POST-GRADUATE COURSE 


WELL-ORGANIZED, COMPREHENSIVE PROGRAM 
KANSAS CITY, MISSOURI 


You are invited 
Put the date on your calendar 


Beginning May 1st daily listings of — hospitals of Greater Kansas City throughout 
the year. 


KANSAS CITY CLINICAL SOCIETY 


OCTOBER 8-13, 1923 


Tel. Main 1724. 


IRMINGHAM 


Staff 


. W. C. Gewin, Chief Surgeon 

. L. J. Johns, Associate Surgeon 

W. L. Rosamond, Internal Medicine 

. A, L. Gaston, Eye, Ear, Nose and Throat 


r. W. B. Johnson, Diseases of Children 


i=] 


Dr. Jno. T. Kent, Urology 

Dr. W. A. Burns, X-Ray and Dermatology 
. C. A. Greene, Dentist 

Prof. Jno. B. Mix, Pathologist 


9 


furnished and equipped throughout. 


conditions. 


GENERAL HOSPITAL 


5th Avenue and 24th Street, Birmingham, Ala. 


J. E. Garrison, Obstetrics and Diseases of Women 


Dr. R. G. McGahey, Anesthesia and Cardiac Diseases 


A thoroughly modern and up-to-date hospital, newly 
Radium for treatment of malignant and benign 


Training School for Nurses—Miss Maud Pick, Supt. 
Tong distance telephone Main 3448 and Main 3449. 
2400 Fifth Avenue, Birmingham, Alabama. 


The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 
Antonio. Mild winters, cool breezy summers. 
Hospital Building and Hollow Tile Cottages 
with modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses, 


SAM E. THOMPSON, M.D. 
Superintendent and Medical Director 


H. Y. SWAYZE, M.D. > 
Assoclate Medical Director 
KERRVILLE, TEXAS 


HERMAN KNAPP MEMORIAL EYE HOSPITAL 
SCHOOL OF OPHTHALMOLOGY 

A six months course is open to qualified medical 
practitioners. The first three months are devoted 
to all-day instruction in the following subjects: 

1. Daily Clinics in Dis- 6. External Diseases of 
7. Phyo 1 Optics 
ysiological Op 
3. Refraction 8. Operative Surgery 

8. Ophthalmological 9. Pathology 

Quiz 10. Ophthalmological 

4. 1 A li Neurology 

5. Ophthalmoscopy 11. Diagnosis 
During the second three months practical instruc- 
tion is given in the Hospital and Clinic. A new 
course starts October, January, April and July. A 
vacancy occurs on the House Staff Jan. 1, 1923. 

DR. GERALD H. GROUT, Secretary 
500 West 57th St., New York City, N. Y. 


C. AUGUSTUS SIMPSON, M.D. 
DERMATOLOGY 
RADIUM AND X-RAY 
THERAPY 


WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 


WASHINGTON, D. C. 
Phone North 6687-3457 


CLAUDE C. CAYLOR, M.D. 
FLUOROSCOPY 
RADIOGRAPHY AND 
DEEP X-RAY THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our disposal. Massive X-ray Therapy. 
Fulguration. Kromayer and Alpine lamps in skin lesions. Basal metabolism in thyroid lesions. 
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University 
of 


Peunsyluania 


macology. 


The Medico-Chirurgical 
Callege 


Graduate School 
of Medicine 


Courses for Physicians - 


In every course the registration quota is limited. All of the stated 


and Esophagoscopy ; 


Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Ap- 
propriate Certificates or Graduate Medical Degrees in the following separately organ. 
ized and conducted Clinical and Medical Science Departments: 


Internal Medicine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, *Radiology, 
Surgery, Gynecology-Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, 


*Biochemistry, *Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Phar. 


Regular Courses 


begin annually in October except in the cases of departments designated by the 
asterisks, wherein the courses begin whenever vacancy occurs in the 
is eight or more months, according to the department concerned. 


Certain Special Courses (special subdepartmental subjects) are also available, 
lows: Tuberculosis, Clinical and Sociologic; Cardiology; Gastroenterology ; Protein 
Sensitization ; Parasitology and Tropical Medicine; Infant Feeding; Intubatio: 
ical Psychiatry; Clinical Dermatology; Neuroanatom 
otology ; Operative Surgery and Surgical Anatom 
Orthopedics; Ophthalmic Operations; Ocular Per 
Refraction; Laryngoscopy, Bronchoscopy 
(cadaver) Operations. 


quota. A “year” 


as fol- 


m; Clin- 
y and Neuropathology; Neuro. 
y; Orthopedic Diagnosis; Operative 
imetry; Ocular Musculature; Ocular 
Otolaryngologic 


Address: Dean, Graduate School of Medici ne, University of Pennsylvania, Philadelphia 


UNIVERSITY OF LOUISVILLE 


MEDICAL DEPARTMENT 


Eighty - fifth Annual Session begins 


_ Sept. 19, 1922. Entrance requirements for 


the 1922-23 session—two years of College 
work including Physics, Chemistry, Biology 
and English, in addition to the fifteen units’ 
work in an accredited, standard high-school. 


The two-year premedical course of in- 
struction is given in the Academic Depart- 
ment of the University. A combined B.S., 
M.D. degree granted after two years of 
study in College of Arts and Sciences and 
four years in Medical Department. 


Well equipped laboratories under full- 
time teachers; Clinical work in the New 
Million-Dollar City Hospital. All-time 
teachers in Clinical Medicine and Surgery. 
Co-educational. For further information 
and catalogue, address the Dean, 


HENRY ENOS TULEY, M.D., 
101 W. Chestnut Street, 
Louisville, Ky. 


The Graduate School of Medicine 


the 


930 South 20th Street 
BIRMINGHAM 


University of Alabama 


Announces special courses 


In Medical and Surgical Diagnosis 


For further information address the Dean 


JAMES S. McLESTER, M. D. Dean 


AND 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including modern languages, 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 


Facilities for Teaching—Abundant laboratory space and equipment. 


Two large general 


hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 


which clinical teaching is done. 


The next regular session will open October 2, 1922. 
For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 


Baltimore, Md. 
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COLORADO SCHOOL OF TUBERCULOSIS 


Colorado Springs, Colorado 


Fifth Session July 2 to August 11, 1923 


clinical instruction. 


A complete course in Tuberculosis for physicians, emphasizing 


The facilities of five Sanatoria devoted to the care of tubercu- 
lous patients will be available for the course. Special attention 
to the interpretation of x-ray findings, artificial pneumothorax 


and differential diagnosis. 


Enrollment limited. A few scholarships will be offered. 
Literature mailed on request to the Secretary. 


402 Burns Building. 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 
New college building, completely equipped and 
modern laboratories. Extensive Dispensary service. 
Hospital facilities furnish 400 clinical beds; individ- 
ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 
J. P. McCAULEY, Secretary 


1140 E. Clay Street Richmond, Virginia 


The New York Skin and Cancer Hospital 


SPECIAL POST GRADUATE INSTRUCTION 
For Graduates in Medicine 
Will be given as follows: 

1—Hospital and Dispensary instruction, diagnosis 
and treatment of diseases of the skin. 

2—Instruction in syphilis—diagnosis, laboratory 
work and treatment. 

3—Instruction in X-Ray Therapy. , 

4-Laboratory instruction in the pathology of 
skin diseases and new growths, including 
clinical methods for the demonstration of 
the commoner parasites. 

5—Hospital and dispensary instruction in the 
surgical treatment of cancer. 


Apply to Superintendent 
301 E. Nineteenth Street, NEW YORK CITY 


THE JEFFERSON MEDICAL 
COLLEGE OF PHILADELPHIA 


NINETY-NINTH ANNUAL SESSION 
BEGINS SEPT. 25, 1923, AND 
ENDS JUNE 1, 1924. 


FOUNDED 1825. A CHARTERED UNIVERSITY 
SINCE 1838. One of the oldest and most success- 
ful medical schools in America. Graduates num- 
ber 14,191, about 6,000 of whom are active in 
medical work in every state, and many foreign 
countries. 


ADMISSION: Not less than two college years leading 
to a degree in science or art, including specified 
science and language courses. Preference is given to 
those who have completed additional work. 


FACILITIES: Well equipped laboratories; separate 
Anatomical Institute; teaching museums; free libra- 
ries; unusual and superior clinical opportunities in 
the Jefferson Hospital, Jefferson Maternity, and De- 
partment of Diseases of the Chest, all owned and 
controlled by the College, together with instruction 
privileges in six other hospitals. 


FACULTY: Eminent medical men of national repu- 
tation and unusual teaching ability. 


ABUNDANT OPPORTUNITIES for graduates to en- 
ter hospital service and other medical fields. 


APPLICATIONS should be made early. 
ROSS V. PATTERSON, M.D., Dean. 
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MERCUROCHROME---220 SOLUBLE 


As a 
GENERAL ANTISEPTIC 


in place of 
TINCTURE OF IODINE 


Mercurochrome possesses the valuable properties of Iodine as an anti- 
septic; it stains, it penetrates and it supplies a deposit of the germicide in 
the desired field. 

Mercurochrome penetrates deeply, but does not irritate, burn or injure 
tissue as does Iodine. In wounds or cuts it provides a prophylactic against 
infection and permits rapid and healthy granulation. In pus infections it 
has proved to be a very effective sterilizing agent. 

Mercurochrome is being employed extensively by industrial surgeons, 
who are finding it most useful in first-aid and accident cases. 


Try it in the general field, two per cent. solu- 


tion, and let it demonstrate its effectiveness. 


HYNSON, WESTCOTT & DUNNING 
Baltimore, Md. 


Relief for Hay Fever 
Victims 


ng May be had by using Suprare- 
nalin Solution or Ointment. Ap- 
grea stren an 


bsolute sterility. Boilable, 
ply to nose, eyes and throat. 
chromic, also Iodized, 60- 


inch lengths. 
Pituitary Liquid 


ampoules, 
stetrica cc. am- 
poules, six in a box. Free Literature fi or P. hysicians 
from preservatives, phys- 
iologically standardized. 


Suprarenalin Solution 1:1000 
is stable, uniform and non-irritating. 


ARMOUR 480 COMPANY 


CHICAGO 
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MEDICINE 


INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 
DIAGNOSTIC METHODS, ETC. 


AN ANATOMICAL STUDY _ CON- 
TRASTING THE DEMENTIA PRE- 
COX CONSTITUTION WITH 
THAT OF PARANOID DE- 

VELOPMENTS* 


By NOLAN D. C. Lewis, M.D., 
Clinical Psychiatrist, St. Elizabeth’s 
Hospital, 

Washington, D. C. 


While the determining factors in opera- 
tion as well as the symptomatic expres- 
sions in these two major mental disorders 
are considered by most investigators to be 
quite distinctive, there is sufficient over- 
lapping or combination of objective fea- 
tures to have created the diagnostic ap- 
pellation “paranoid dementia precox”’ of 
Kraepelin, which term, at least in some 
psychiatric centers, now enjoys the pop- 
ularity and frequent use once afforded 
paranoia and later dementia precox. 

_It is with the idea of throwing some 
light upon the fundamental constitutional 
make-up of these two groups which over- 
lap clinically at one point that I shall re- 
view briefly the results of my recent re- 
searches in the anatomopathologic field. 

Notwithstanding the diversity of opin- 
lon of the various schools of psychology 
and psychopathology regarding the mech- 
anisms or factors operative in the devel- 
opment of the state known as the demen- 
tia precox constitution, there are some 

*Read in Section on Neurology and Psychiatry, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 


descriptive characteristics to which all are 
agreed. (1) That there exists a_ basic 
constitutional or organic (probably hered- 
itary) factor or factors which at different 
times have been considered anatomic, met- 
abolic, bacterial, endocrine, etc. (2) The 
majority of onsets occur early in life, at 
puberty or shortly after. (3) There is a 
high incidence of pulmonary and other 
forms of tuberculosis, which is the ter- 
minal lesion in about 85 to 90 per cent of 
these cases. 

During the past eight years, in going 
over the material from autopsies on the 
mentally disordered, I have sought to dis- 
cover a fundamental reason for the above 
facts and have been particularly impressed 
by the frequency of developmental and ac- 
quired peculiarities in their circulatory 
and endocrine systems. 

The procedure and results of this in- 
vestigation are given in considerable de- 
tail in the forthcoming monograph under 
the title of “The Constitutional Factors in 
Dementia Precox with Particular Atten- 
tion to the Circulatory System and to Some 
of the Endocrine Glands,” to be published 
in the “Nervous and Mental Monograph 
Series” (Monograph No. 35). Time will 
here allow for only a brief description of 
the most important findings. 

One group of 601 cases of dementia pre- 
cox coming to autopsy was examined as 
to the anatomical construction, and an- 
other smaller group composed of 22 unse- 
lected cases, representing all cases of this 
disorder coming to post mortem during 
eight months, was also examined from 
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TABLE I.—COMPARING TWENTY-TWO CASES OF 


| 


Case No. Death | Sox Duration of Paente Heart Weights Cause of 
| | | 
2. | D. P.. P. P. | Dementia Precox 

1) Be } a8 1 } M. | 2% | 4 | 160 | 460 Pulmonary Tuberculosis 
2 | 80 | 66 | M. | F. | 6 | 15 | 250 | 520 Pulmonary Tuberculosis 
3 M. 5 320 | 460 Pulmonary Tuberculosis 
4 | 40 | 67 M. M. 11 4 220 | 530 Pulmonary Tuberculosis 
5 | 20 | 54 M. M. 2 5 250 | 340 Pulmonary Tuberculosis 
S 1 oe 50 M. M. 2 15 | 380 430 Hemorrhagic Pneumonia 
7 | 40 52 M. M. 12 32 | 250 675 Pulmonary Tuberculosis 
S | $7 73 M. M. 3% 26 | 200 470 Pulmonary Tuberculosis 
9 49 68 M. F. 17 | 35 | 280 | 420 Septicemia 

10 32 52 M. M. 6 12 380 | 740 Cardio Vascular 

11 45 67 M. M. 21 67 200 350 Pulmonary Tuberculosis 
12 25 80 M. M. 3 20 390 | 400 Pulmonary Tuberculosis 
13 28 68 M. M. 3 31 250 290 Uremia 

14 32 75 M. M. 5 87 200 400 Influenza 

15 {| 28 {[ 60 | FB. M. f 5 180 190 Intestinal Obstruction 
16 37 53 M. M. % 15 240 420 Lobar Pneumonia 

17 29 61 M. M. 17 2 330 | 600 Pulmonary Tuberculosis 
18 54 66 M. F. | 1 10 | 150 | 360 Uremia 

19 51 M. 20 Multiple Serositis 

20 38 M. 12 Pulmonary Tuberculosis 
21 34 M. 10 a ae Congenital Megacolon 
22 25 i. M. 26 da. | 200 es Hirntod 


this standpoint, and in addition the major 
endocrine glands were studied in detail. 
It was apparent that one of the chief dif- 
ferences from the anatomic viewpoint be- 
tween this group and other mental disor- 
ders was in the circulatory and lymphatic 
systems, and evidence was obtained 
strongly indicating that this difference 
was a fundamental one: that is, that it 
was a part of the organization at birth, 
not acquired unless very early in life and 
not the product of, or influenced pro- 
foundly by, prolonged visceral disease. 


The average weight of the dementia 
precox heart is one-third less than the nor- 
mal or average, the small size being inde- 
pendent of race, age, sex, size of body, 
duration of psychosis, or lethal lesion. It 
stands out in considerable contrast with 
the other mental disease groups. The de- 
crease in size is of the nature of an aplasia 
or arrest in growth, since the well known 
pathologic signs of atrophy are as often 
absent as present. The valves are nor- 
mal developmentally and free from le- 
sions, and although occasionally second- 
ary atrophy in the muscle is present, the 
original arrest in growth is indicated by 
the small aorta with its correspondingly 
small branches. This type of circulatory 
system retains its small _ proportion 


throughout life and lacks the capacity to 
develop a true compensatory hypertrophy. 
The walls of the congenitally small aorta 
are always thin, smooth, free from lesions 
and usually hyperelastic. 


This state of 


affairs along with the widened bed of the 
lymphatic stream, although not associated 
with all of the features of the status lym- 
phaticus syndrome, may suggest the lar- 
val state of this disorder. 

In the gonads I found the same three 
stages of regressive atrophy described by 
Mott and his associates, but I have to dif- 
fer with them in one respect in that I 
found no correspondence between the de- 
gree of regressive atrophy of the testes 
and the duration of the mental symptoms, 
since some of the most profound changes 
were in the organ of those with psychoses 
of short duration. 

In these cases I have found pronounced 
alterations in the adrenal cortex to be fully 
as constant a feature as regressive atro- 
phy of the testes. In general the cortex 
is thin, the three histologic zones being 
narrow and ill-defined. The stroma is al- 
ways abundant with definite sclerosis of 
the zona glomerulosa. The medulla does 
not always share the atrophy, but may be 
normal or hypertrophied. In 50 per cent 
of the cases there was a definite arrest 
in the cortical development. Accessory 
adrenals were frequently found in the de- 
mentia precox group. 

The thyroid gland has been found al- 
tered in its connective tissue and colloid 
structures in such a manner as to suggest 


‘a functional association with the genital 


glands. Various degrees of endosclerosis 
with marked losses in colloid which have 
been proven to be independent of other 
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Death Blood Vessels Type 
Paranoid | DB. P. Paranoia Dementia Precox Paranoia 
Fibrinous Pericardia | Small Sclerotic Hebephrenic Par. State 
Multiple Aneurysm { Small Sclerotic Hebephrenic Par. State 
Aortic Aneurysm Normal Sclerotic Hebephrenic Par. Precox. 
Cardiac Decompensation | Normal Sclerotic Hebephrenic Par. Precox. 
Cardiac Decompensation | Small Sclerotic Hebephrenic Par. Precox. 
Aortic Aneurysm . | Small Selerotic Hebephrenic Par. Precox. 
Cardiac Decompensation Small | Sclerotic Hebephrenic Par. Precox. 
Cerebral Hemorrhage Small | Sclerotic Catatonic Alcoholic Par. 
Cerebral Hemorrhage Small | Sclerotic Catatonic Par. State 
Cerebral Hemorrhage Small | Sclerotic Catatonic Par. State 
Aortic Aneurysm Small | Sclerotic Catatonic Alcoholic Par. 
Aortic Thrombosis Small Sclerotic Catatonic Par. State 
Cardiac Decompensation Small Sclerotic Catatonic Par. State 
Aortic Aneurysm Small Sclerotic Catatonic Essential Par. 
Cerebral Thrombosis Small Sclerotic Catatonic Par. State 
Celebral Hemorrhage Small Sclerotic Catatonic Par. Precox. 
Cerebral Hemorrhage Small Sclerotic Hebephrenic Ale. Par. Precox 
Hemorrhagic Pneumonia Small Sclerotic Mixed Alcohol Par. Precox 
Diseased Mixed Alcohol 
Diseased Mixed Alcohol 
Diseased Hebephrenic 
Diseased Acute Catatonia 


factors is a characteristic finding, and 
moreover the scleroses do not conform to 
descriptions of the “senile type” of gland. 
Directing our attention now to the para- 
noid developments, we are obviously deal- 
ing with a much smaller group of indi- 
viduals, and one in which an opportunity 
is rarely available to investigate the phys- 
ical components of the condition in its 
early stages. These individuals usually 
live for a number of years, apparently liv- 
ing out the life span and deteriorating late 
in life, a deterioration which is perhaps 
slightly presenile in the average case. 
When the opportunity comes for post mor- 
tem there is the probability of finding such 
changes as were once prominent to be 
partly or wholly obscured by senile 
changes in the tissues. However, in my 
group of cases comprising 18 paranoid 
developments among the diagnostic appel- 
lations of which were paranoid state, al- 
coholic paranoia, paranoia, and paranoid 
dementia precox, there were tissue 
changes quite characteristic of the group 
which differentiated it from seniles and 
arterio-sclerotics on one hand and from 
the dementia precox group on the other. 


In the first place, very few of the para- 
noids died from tuberculosis and none in 
my group was seriously affected with 
this disease. They do succumb from vas- 
cular accidents and so prevalent are these 
accidents among the paranoids that al- 
most all cases die with cerebral hemor- 
rhage, ruptured aneurysms, or cardiac de- 


compensation. The circulatory systems 
of these individuals are markedly in con- 
trast with those of dementia precox, as is 
demonstrated in Table I. The heart 
weight is greater because of the incidence 
of compensatory hypertrophy, and also 
the arterial system as a whole is larger 
in caliber. 

Associated with these compensatory re- 
actions through the circulatory system, 
we find in the thyroid gland an atrophy 
with colloid destruction and a fibrosis 
which is patchy in type, these patches very 
often alternating with areas of compen- 
satory glandular reaction, frequently to 
the extent of adenomatous proliferations. 
In some of the other thyroids of this group 
we find very little colloid reduction, but 
very marked hyperplasias with general 
overgrowth of the epithelioid cells. 

The adrenal glands are quite in contrast 
to the dementia precox cortex, a widened 
structure which is developmentally large 
and which later may have undergone sec- 
ondary disease alterations. Still in patches 
we find compensatory glandular reactions 
in certain areas, in that there is an in- 
crease in the number of cortical cell col- 
umns, sometimes to the extent of an ade- 
noma. The medullary portions were also 
occasionally hyperplastic. 

The gonads show some interesting fea- 
tures in contrast to the dementia precox 
testicle so well described by Mott and oth- 
ers, in that we find here areas of tubular 
atrophy, alternating with normal areas, 
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TABLE II.—COMPARING DEMENTIA PRECOX WITH PARANOID DEVELOPMENTS 


Tissue Dementia Precox 


Paranoid 


Brain Organic changes described by Southard and others. Per- |Some organic changes. Nothing char- 


Circulatory System | Larval status lymphaticus. Aplasia. 


Pituitary Regressive—Basophilic cell reactions 
Thyroid Regression enderosis 

Adrenal Aplasia of cortex. Accessory glands 
Gonads Regressive atrophy. Fibrosis 

Lungs Tuberculosis (large percent) 
Prostate Fibrosis regression. 


Malignancy Rare 
Onset Early 
Deterioration 


Mechanism 


Early—characteristic 


trophy. Hypertrophy of lymphatics 


Introversion. Regression to autoerotic level 


sonal findings in blood vessels and lymph spaces acteristic 


Lack of true hyper- | Compensatory enlargement. Circulatory 


accidents. Normal lymph glands. 
Fusion of cells. Compensatory hyper. 
trophies. Focal distribution. 


Compensation epithelial hyperplasias. 
Focal. 


"a cortex—unusual hyperplasia (fo- 
ca 


Focal atrophy. Normality. Focal hy- 
perplasia. 


Tuberculosis rare. Interstitial pneu- 
monia 


Hyperplasia—glandular and fibrous en- 
largement. Frequent malignancy 


Frequent 

Not characteristic 

Slow. Slightly presenile 

Projection. Compensation. Regression 


to homosexual and narcissistic 
spheres 


with hyperplastic tubules, and sometimes 
with hyperplastic areas of adenomatous 
nature. Thus it appears that all through 
the endocrine glands of the paranoid 
group there are reactions on the part of 
the tissue to compensate for focal defects, 
probably indicating attempts to maintain 
a certain level of functional existence. 
Frequently in the other tissues of those 
dying in paranoid states we find evidence 
of compensatory reaction, this being par- 
ticularly well shown in the tendency to 
blood vessel proliferation, miliary angio- 
mata, prostatic hypertrophy, carcinomata, 
and liver cell hypertrophy. 


Since the so-called paranoid dementia 
precox presents the reaction mentioned 
above, this type should be placed definitely 
in the group of paranoid developments and 
the term “precox” should be dropped. 
This constitution is in no way like that 
of the hebephrenic and catatonic types 
first mentioned, where the secondary tis- 
sue reactions are regressive in nature and 
where there is a primary hypoplasia of 
the circulatory system in contrast with 
the compensatory type of circulatory sys- 
tem of the paranoid developments which 
usually ends in rupture from over-com- 
pensation, or from cardiac decompensa- 
tion. 


In contrast to the type of conduct and 
regression to the autoerotic level of de- 
velopment found in the majority of hebe- 
phrenic and catatonic precox states with 
their aplastic circulatory apparatus and 
defective endocrine glands, are the para- 
noid compensatory reactions (including 
“paranoid dementia precox’’) where there 
is a better preservation of the personality, 
an interest in the outside world, more 
harmony between ideas and mood and less 
tendency to deteriorate. The tissues of 
the body participate in this preservation 
by compensatory growth changes. (See 
Table II.) 

In this short paper, which is based upon 
two large researches to be published in 
monograph form, it has been necessary to 
make statements of findings and to leave 
out the methods by which the deductions 
have been drawn. It is hoped to stimulate 
an interest in those who have to do with 
the diagnosis and sizing up of the various 
personality types. 


DISCUSSION 
Dr. Beverley R. Tucker, Richmond, Va.—The 


-arrested development of the circulatory appa- 


ratus in dementia precox is interesting and im- 
portant and brings to the clinical mind two ques- 
tions: first, are the brains of dementia precox 
subjects lacking in weight as are the hearts: 
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Second, could the changes found in dementia pre- 
cox be the result of the mental state rather than 
the cause of it? I hope that Dr. Lewis will give 
us information upon the comparative brain and 
heart weights and also let us have his opinion 
upon the second question. It would seem possi- 
ble that the early mental sluggishness and re- 
gression of dementia precox might cause lack of 
development in the heart, the lymphatics, the 
thyroid, the suprarenal cortex and the gonads, 
or that the state, dementia precox, might result 
from the arrested development of these organs, 
put, to my mind, there is still an undiscovered 
factor which will be found to account for both, 
and this factor must lie buried deep in the realm 
of biochemistry. 

A small heart may or may not mean a les- 
sened cerebral blood supply. Simple thyroid in- 
adequacy could not account for the mental phe- 
nomena of dementia precox. Lack of initiative 
and energy might be part of a suprarenal syn- 
drome, but not all of it, and even preadolescent 
eunochism is not the picture of dementia precox. 
Nor, do I think, would all of these combined spell 
dementia precox. 

If one thinks of the mind as the secretion of 
the brain, then one must look to this organ itself, 
or definite nutritional, toxic or other chemical 
effect upon the brain, to account for the disease. 
As I understand it, the brain is not grossly de- 
fective in dementia precox, and for this and 
other reasons dementia precox should not be put 
in the category of, let us say, feeble-mindedness. 
We know of no nutritional or toxic cause for 
the condition and so, by elimination, our best 
guess is some chemical protoplasmic change 
which would affect the brain and other organs 
and tissues involved. 

The same argument also pertains to paranoia, 
except that the substance or change, whatever it 
may be, appears, as Dr. Lewis has shown, to 
have a rather stimulative than a retardative ef- 
fect upon the tissues of certain organs. 


Dr. T. A. Williams, Washington, D. C——The 
Section is lucky to be the first to hear an ac- 
count of so extensive a research as this, which 
is revolutionary in character. It is the kind of 
work that one would expect to be presented first 
to the American Psychiatric Association, or the 
American Neurological Association, or to some 
body even more select from the point of view 
of research study. 

In whatever respect one may modify Dr. Lewis’ 
conclusions, the fact stares one in the face that 
there is no such condition as dementia paranoides. 
The ideas of Kraepelin will have to be revised. 


_Has Dr. Lewis any theory as to why all cardio- 
circulatory hypoplasia individuals do not develop 
dementia precox? We see a number, and the in- 
ternist sees a number, of individuals with con- 
genital hypoplasia of the vascular system who 
are not psychotic at all. 

In watching the slides I was struck with the 
extreme shortness of the aorta in the dementia 
Precox individual. Does that correspond to 
Shortness of back, or is it a disproportion be- 
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tween the aorta and the length of the thoracic 
spine? If Dr. Lewis’ inferences are borne out, 
we shall be in a position to say that only cases 
with congenital vascular and glandular hypopla- 
sia type, such as he has shown us, are entitled 
to the designation dementia precox, and that the 
patients who show precox reactions and do not 
possess this type of constitution have some other 


condition. That can only be a clearer formula-_ 


tion and more exact way of defining what we 
have all found, namely, that a great many pa- 
tients who on first view are designated under 
dementia precox are probably not entitled to that 
designation. They get well. They are toxic in- 
fectious cases, or toxic upsets in psychopaths. 
How is it, also, that patients with hypotension 
are of the lymphatic type? I cannot say con- 
genital hypoplasics as regards their system, be- 
cause I do not know. Patients who seem to be 
rather of that type often present themselves to 
us, whom we regard as of the paranoid type. 
Now, we must think of them in connection with 
Dr. Lewis’ conception of the foundation of para- 
noia. 

We might formulate hypothetically interpre- 
tated anatomical data before us in this way: the 
congenital hypoplastic and hypo-endocrine indi- 
vidual receives an insult, whether it is a chemical 
or a dynamic insult, that we call psychiatrical, 
and he finds himself unable to respond to the 
extra effort required to deal with that situation. 
He has not the kinetic drive. His circulatory 
system is inadequate. He advances by lapsing 
into autistic intellection. He does not react as 
the hyperesthenic individual with strongly de- 
veloped glandular system and powerful circula- 
tion can react. When he has some insult he has 
a violent asthenic reaction which shows in his 
action in the psychological sphere and shows it- 
self as a form of thinking which we have called 
autistic too loosely. In this there is reaction to 
environment potentially which often leads to the 
kind of deeds performed by the paranoiacs. I 
simply throw that out as a hypothetical correla- 
— between anatomical data and conduct disor- 

ers. 


Dr. R. C. Swint, Milledgeville, Ga—The im- 
pression we get from the dementia precox consti- 
tution is that the individual is susceptible to con- 
stitutional diseases, and that he may have an in- 
ferior or abnormal constitutional make-up. 


Dr. R. M. Chapman, Towson, Md.—Patholo- 
gists have not been furnishing us with very much 
new information in recent years, and clinically 
we have turned to psychological conceptions as 
affording us, for the time being at least, better 
avenues of approach to the problems of our pa- 
tients. But we are going to find more satisfac- 
tory anatomical bases for the major psychoses. 
Dr. Lewis has accomplished a great deal in giv- 
ing us new lines along which to work. 


I should like to know more as to the Doctor’s 
reasons for considering these changes, the re- 
duced size of the heart, the lessened size of the 
vessels, the glandular changes, etc., as primary 
rather than secondary. We shall look forward 
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with interest to Dr. Lewis’ correlation between 
symptomatology and his anatomical findings. 


Dr. J. W. Quillian, Chattanooga, Tenn.— 
Buckle, in his “History of Civilization,’ made 
this statement: that the greatest man that ever 
lived was Bichat. If you ask the ordinary man 
who Bichat was, he has not much chance of be- 
ing able to give you an answer. He was a great 
investigator in anatomy and physiology, who 
used all the means at his disposal, but had no 
laboratory facilities. What he saw and_ said, 
which looks to be prophetic, was that the beha- 
vior of the individual depends upon the texture 
of his tissues. That is just what Dr. Lewis has 
told us today. 


In every form of mental trouble there is, I 
feel, a pathologic or physiologic basis plus the 
common environmental! influence. Our terminol- 
ogy is not exact because we are not dealing like 
engineers with mathematical propositions, and 
our knowledge of mentality is something more 
intricate than any of the other sciences that has 
ever been presented to us. 


Take a case of dementia precox. Like Dr. 
Lewis, I do not like the term. It does not mean 
anything, because we see these precox cases even 
in advanced life. Some of the cases I have seen 
have been perfectly constructed individuals. 
Such a case I saw in a young man recently, 
about 19 years of age. He had a perfect ana- 
tomical development and a great athletic record. 
Doubtless, if we had gone into the pathology of 
his glands we should have found the explanation. 


A duty that we ought all to perform is, where- 
ever possible to have a post mortem investiga- 
tion. 


Dr. Lewis (closing).—Many of the questions 
offered in the discussion have been answered 
from my own standpoint in the original work. 
I am willing to change my opinions at any time 
should some one formulate a theory which will 
better fit the facts. Granting that I have given 
a certain number of facts, it is rather unfair to 
you to attempt to describe in so short a time a 
piece of work which covers 450 pages of printed 
material. Relative to the comparative size of 
the other organs, particularly the brain, in com- 
paring those organs with a large number (about 
100 in each group) of types of mental disorders, 
I have found that there is practically no differ- 
ence in the actual sizes and weights of the gen- 
eral organs; that is, the average manic-depres- 
sive runs about the average of dementia precox 
cases so far as the weight of the kidneys, liver 
and brain are concerned.: That was discovered 
a long time ago. As to the explanation, I think 
of it in these terms: the circulatory system is 
one of the earliest developments in the embryo 
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and it is actively at work in early intra-uterine 
life. If we consider the statistics on heart 
weights we find that the average heart (male) 
weight is given as 300, 320 or 350 grams. Prob- 
ably 300 grams should be taken as the average. 
While in 600 dementia precox cases the heart 
averages only 256 grams or something like that, 
In a large number of them it was around 250 
grams, 33 1/3 to 40 per cent decrease in size, 
Any such undersize amounts to something in an 
active somatic organ like the heart, with the cor- 
respondingly small vessels. The circulatory sys- 
tem furnishes nutrition to every organ. However, 
if one sits on a bench or pursues some pleasure 
with no constructive mental or physical work, the 
small circulatory organization will supply suf- 
ficient nutrition for the organs to grow, so far 
as normal size is concerned. However, at any 
time that the individual makes an attempt to do 
constructive physical or mental work, the organs 
cannot meet the functional situation because of 
insufficient nutrition. Whether underneath all 
this we have some biochemical change which will 
account for the arrest of development of the 
heart, I do not know. The investigation of large 
groups of cases is necessary to elaborate these 
points. 

It has been my observation that a precox pa- 
tient with rheumatic endocarditis or from other 
infections may get hypertrophy of the heart, but 
the small aorta attached to it indicates the orig- 
inal underdevelopment. 


In answer to Dr. Chapman’s question as to 
which is fundamental, the mental regression or 
the physical defect, I feel that we should look at 
the patient from the same standpoint that we 
do in internal medicine. We do not look upon 
fever as being the cause of infection, and so on. 
If we look at it clinically the physical defect must 
be more fundamental. 

I have a few cases of the rapidly developing 
type of reactions which we call acute catatonia. 
They last only a few days. The acute catatonic 
outbreak ends in hirntod and early death. Here 
we have circulatory and glandular changes simi- 
lar to those found in the more advanced precox 
cases. 

Regarding the type of case mentioned by Dr. 
Williams, I prefer to classify it under the term 
schizophrenia, which reaction may be more or 
less temporary and produced by complicated sit- 
uational or environmental factors. I would re- 
serve the name dementia precox for the type of 


‘cases implied by the term. Not all schizophrenics 


have the dementia precox type of constitution, 
but most precox patients show schizophrenic fea- 
tures at some time during the disorder. 
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LIPODYSTROPHIA PROGRESSIVA: A 
REPORT OF TWO CASES, ONE OF 
WHICH SHOWED IMPROVE- 
MENT UNDER MEDICAL 
TREATMENT* 


By THOMAS P. SPRUNT, M.D., 
Baltimore, Md. 


This interesting condition was first de- 
scribed by Barraquer, in Barcelona, in 
1905, by Campbell, in London, in 1907, and 
was more thoroughly studied, in 1911, by 
Simons, who gave it the name, “lipodys- 


trophia progressiva.” About seventy 


cases have been recorded. It is charac- 
terized by a remarkably complete disap- 
pearance of the subcutaneous fat of the 
face, of the neck and usually of the arms 
and upper portion of the trunk. This 
emaciation begins as a rule in childhood, 
first involves the face and then the lower 
parts progressively from above down- 
ward. Simultaneously or beginning a few 
years later, there is an excessive deposit 
of subcutaneous fat on the lower portion 
of the trunk, about the gluteal regions 
and on the legs, which may be in grotesque 
contrast with the emaciation above the 
waist. 


The patients complain of various symp- 
toms: weakness, lack of appetite, fatiga- 
bility and especially of the disfigurement 
which, in view of the fact that almost all 
of these patients are girls or women, is 
the more important. 


The soft parts other than the adipose 
tissue are not affected nor is the under- 
lying bone involved, in contradistinction 
to the so-called facial atrophy which must 
sometimes be considered in the differential 
diagnosis. The muscular system may be 
very well developed and frequently stands 
out prominently almost as in a dissection, 
owing to the thinness of the covering tis- 
sues. In the face the bony prominences 
are conspicuous, the orbicularis oris mus- 
cle is shown clearly and the zygomatic 
muscle separates a deep hollow above 
from a similar one below. When the pa- 
tient smiles the skin of the face is thrown 

*Read in Section on Medicine, Southern Med- 


ical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 


SPRUNT: LIPODYSTROPHIA PROGRESSIVA 333 


into deep folds. It is interesting that the 
fat of the orbits usually escapes and that 
the tongue is not affected. Sections 
through the skin and subcutaneous tissues 
show a loss of fat much more nearly com- 
plete than in any of the so-called wasting 
diseases, e. g., tuberculosis, cancer, etc. 


The general health is sometimes de- 
scribed as good, but is more frequently 
modified by functional nervous disturb- 
ances. 


Our first case, O. H., came to Dr. Barker’s pri- 
vate clinic complaining that she was excessively 
thin and wished to know why. She said that 
she was thin only above the waist and had been 
so since the age of seven or eight. She thought 
the process began in the winter or spring with- 
out known exciting cause, and had advanced to 
such an extent by the fall that her parents were 
worried and took her to a physician. A number 
of diseases were suspected, including rickets and 
tuberculosis, but no satisfactory diagnosis had 
ever been made. Other lifelong symptoms were 
nervousness, anorexia, fatigability and slight pal- 
pitation. 

A synopsis of the examination follows: 

O. H. was 27. 

Chief complaint was that she had been thin 
above the hips since the age of 8. 

Her habits were good. 

She had had measles at 5 or 6; chicken pox at 
7; tonsillitis and influenza, and no operations ex- 
cept tonsillectomy in 1916. 

Respiratory System.—X-ray of the sinuses 
was clear. There was a slight nasal obstruction 
on the right side. The lungs were normal by 
physical examination and x-ray. 

Circulatory System.—Blood pressure 100/64, 
116/60; heart of pendulous type; and pulse 80. 

Blood and Hematopoietic System.—R. B. C., 
4,784,000; Hb., 90; W. B. C., 6600; WaR., 0; 
PMN., 46.8; PME., 2.8; Sm., 39.6; and L. M., 
10.4. There was no general enlargement of the 
lymph nodes. The spleen was not felt. 

Digestive System.—F ree HCl, 20; total acidity, 
43; occult blood, 0; stool, 0. She had a mild ano- 
rexia. General digestion was good. The abdo- 
men was of normal appearance, not scaphoid. 
She had a palpable cecum and descending colon. 


. X-ray showed ptosis, spasticity of the colon and 


indications of a mild right lower quadrant lesion. 
Dental films showed one infected periapical area. 

Urine and Urogenital System.—Urine: sp. gr., 
1030; albumin, faint trace; sugar, none; cylin- 
druria, none; leucocytes, few; and red blood cells, 
none. 

Gynecological—She had normal menstruation, 
which began at the age of 13. The uterus was 
retroflexed, and not hypoplastic. 

Locomotor System.—She had a mild degree of 
static back and foot strain. 

Nervous System and Sense Organs.—She was 
in a psychoneurotic state; self-conscious; very 
sensitive; honte de soi; worried; had mild inde- 
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cision. Discontent and envy were well repressed. 


Even her family did not realize it. There were . 


no signs of organic nervous disease. Eyes and 
ears were normal. 

Metabolism and Endocrine System.—She was 
5 ft. 5 in. tall and weighed 114 pounds. She was 
underweight 24 pounds, emaciated above the pel- 
vis and well nourished below. She had a small 
thyroid struma, no tremor, no tachycardia, arte- 
rial hypotension, accelerated basal metabolism 
(+ 19 per cent and later + 42 per cent), was 
hypersensitive to adrenalin, and very sensitive to 
heat. She had a normal sella turcica, slight 
hypertrichosis. Normal blood sugar (108 mg.%), 
and apparently normal pelvic organs with nor- 
mal function and normal secondary sexual char- 
acteristics. 

DIAGNOSTIC SUMMARY 


(1) Trophoneurosis (lipodystrophia progres- 
siva). 

(2) Endocrinopathy. 

(a) Thyreopathy (small nodular struma, 
slight eye signs, sensitiveness to epine- 
phrin, sensitiveness to heat, accelerated 
basal metabolism, normal pulse rate, and 
no tremor). 

(b) Hypertrichosis. 

(c) Arterial hypotension. 

(3) Undernutrition (25 lbs.). 

(4) Psychoneurotic state (worry, indecision, 
honte de soi, etc.). 

(5) Slight oral sepsis. 

(6) Static back and foot strain. 

(7) Retroflexed uterus. 

(8) Slight hemorrhagic tendency with super- 
ficial cuts. 

The second case was quite similar to the first, 
even to the coincidences of the same age at the 
time of observation and the same interests and 
occupation, that of dietitian. This patient had 
just been graduated from college, was intensely 
earnest in regard to her career, and realized that 
she herself was a very poor example of dietetic 
efficiency. 

SYNOPSIS OF EXAMINATION 


E. L. was 27. 

Her chief complaint was that she was thin. 
She was plump as a child, but became emaciated 
at 8, following pneumonia. 

Her habits were good. 


Infections—She had had pneumonia, empy- 


ema (?), and otitis media. 

No operations or traumata. 

Respiratory System.—She had catarrh and 
mild hay fever (?). X-ray of the sinuses was 
clear. She had moderate adenoids and polypoid 
turbinates. Lungs were clear except for evidence 
of adhesions at the bases, especially the left. 

Circulatory System.—Occasional palpitation; 
pulse, 84; blood pressure, 102/60; and heart of 
the pendulous type. ; 

Blood and Hematopoietic System—R. B. C., 
4,128,000; Hb., 71 per cent; W. B. C., 9800; 
WaR., 0; PMN., 75.2; PME., 3.6; and Sm., 19.6. 
There was no general enlargement of the lymph 
nodes and the spleen was not felt. 


Digestive System.—Free HCl, 42; total acidity 
74; occult blood, none, and stool negative. She 
had slight flatulence occasionally, slight constipa- 
tion and, occasionally, diarrhea. Physical ex- 
amination was negative. Roentgenoscopic exam- 
ination showed ptosis and slight spasticity of the 
colon. Dental examination showed a necrotic 
root requiring extraction and mild gingivitis, 


Urine and Urogenital System.—Urine: sp. gr., 
1026 and 1013; albumin, faint trace; sugar, none; 
cylindruria, none; leucocytes, moderate; red 
blood cells, none. Pelvic examination showed a 
retroflexed uterus and prolapsed ovaries, but no 
evidence of genital hypoplasia. Onset of men- 
struation was at 13; regular every four weeks; 
duration 3 to 7 days. 

Locomotor System.—She had occasional pain 
in shoulders, ankles and wrists. Examination 
was negative. 

Nervous System and Sense Organs.—She was 
in a psychoneurotic state with nervous tension 
and honte de soi. She was ambitious and her 
self-control was satisfactory as a rule, but she 
feared another nervous breakdown like the one 
seven years previously, which was attributed to 
hyperthyroidism. She was extremely nervous 
while under observation. She had no signs of 
organic nervous disease. Ears were normal. 
The eyes had normal fundi, but compound myopic 
astigmatism. 

Metabolism and Endocrine System.—Height 
was 5 ft. 4% in. and weight 96 pounds, making 
her underweight 38 pounds. Face and neck were 
emaciated, thin arms and trunk, well developed 
legs. She had a small thyroid struma. Pulse 
rate was normal and there was arterial hypoten- 
sion. There was no tremor. There was hyper- 
sensitiveness to adrenalin. Basal metabolism 
was 8 per cent above that expected for her age 
and sex. Blood sugar was 0.108 per cent. Sella 
turcica was normal. 


DIAGNOSTIC SUMMARY 


(1) Trophoneurosis (lipodystrophia progres- 
siva). 

(2) Endocrinopathy (nodular thyroid struma, 
hypersensitiveness to adrenalin, high normal 
basal metabolism, arterial hypotension). 

(3) Undernutrition (38 pounds). 

(4) Marked psychoneurotic state (worry, over- 
etc.). 

(5) Moderate adenoids and polypoid middle 
turbinates. 

(6) Slight secondary anemia (hemoglobin 71 
per cent). 

(7) Retroposition of uterus. f 

(8) A refractive error (compound myopic 
astigmatism). 

The second patient, through force of circum- 
stances, could remain only a short time under 


‘observation and lacked the support and encour- 


agement at home to enable her to carry out there 
a sufficiently thorough therapeutic regimen. The 
other patient, however, was able to take a thor- 
ough rest and upbuilding course of treatment in 
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COMPARATIVE MEASUREMENTS BEFORE AND AFTER 
REST AND UPBUILDING TREATMENT 


we.14ibs. 


Fig. 1, Case 1. 


Height 5 ft. 6 in. 


AFTER 


145 lbs. 147 Ibs. 


Wyr. 2% yrs. 


cm. 


35 


89 


88 


78 


91 


23 


22 


Marginal figures refer to the points on the body where the circum- 
ferences were measured. The measurements themselves are 
expressed in centimeters. 


a nursing home and to continue the regimen in 
a modified form at home. She showed the great- 
est interest in the therapy and was most cordially 
cooperative. 

One of the generally accepted ideas 
hitherto held regarding this malady was 
that the emaciation is progressive to a 
complete loss of subcutaneous fat in the 
parts affected, and that once lost in a part 
the subcutaneous fat never returns; and, 
further, that attempts to fatten such pa- 
tients result in an increase in the fat of 
the lower part of the body alone, thus add- 
ing to the patients’ deformity. 


The chief contribution of the present 
report is, in my opinion, the demonstra- 
tion that the factors producing the atro- 
phy do not necessarily remain completely 
effective, that fat can be deposited again 
in the parts from which it has disap- 
peared. 

The patient was admitted to a nursing home 
for a short period of observation in May. The 
slight oral sepsis was treated. She remained at 
rest in bed and was given a full and varied diet 
with extra nourishment after meals. General 
massage was given three times a week and a 
course of small doses of sodium cacodylate was 
administered in daily hypodermics. A very help- 
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ful special nurse was in attendance during the 
day. The patient made a gain in weight of 
eleven pounds in eighteen days and was very 
much encouraged, her best previous efforts hav- 
ing resulted in never more than four pounds. 
She spent the next four months at her summer 
home under a modified rest and forced feeding 
regimen and returned to the nursing home in 
October closely approximating her calculated 
ideal weight. She remained under our direct ob- 
servation for five weeks, most of that time in 
bed, with the same plan of treatment as before 
except that the diet was reduced to a quantity 
sufficient to maintain the ideal weight and exer- 
cises were gradually added. We were at that 
time interested in trying the effect of pituitary 
extracts in the mobilization and redistribution of 
fat and she was given the whole gland 
preparation, 3 grains after each meal, by mouth. 
She continued taking this preparation for about 
a year. What part it played in the subsequent 
changes we do not know. 

An examination of the chart of comparative 
measurements shows that fat was undoubtedly 
added to the subcutaneous tissue of the upper 
portion of the body. The most striking and sur- 
prising revelation of the chart is shown in the 
apparent redistribution of the fat during the 
two years between the second and the third series 
of measurements, with definite increase in the 
measurements of the previously emaciated parts 
with no increase in those of the legs, while the 
weight remained constant. The measurements 
were made at as nearly the same places as pos- 
sible, at a definite distance above or below fixed 
bony points. The last measurements were sent 
to us by the patient, who is intelligent and very 
conscientious. We recognize the possible sources 
of error, especially in the circumferences of the 
thorax and of the abdomen. The figures are 
supported, however, by the patient’s statement 
that, while the face is still strikingly thin, the 
subcutaneous tissues about the chin are much 
fuller; that strings of beads and other neck orna- 
ments formerly used are now too small; and 
that she can no longer wear her rings. 


It seems apparent that the face, the part first 
affected, the part most important to the patient 
from the cosmetic standpoint, is the most resist- 
ant to the renewed deposition of fat. It is evi- 
dent that we are still a long way from a cure. 
Two further possible procedures have been sug- 
gested to the patient: first, a partial thyroidec- 
tomy, in the hope of diminishing the nervous 
symptoms which persist to a distressing degree, 
in the hope of reducing the metabolic rate, and 
with the interest of observing any possible more 
direct effect of such an operation upon the lipo- 
dystrophy; second, a plastic operation, either the 
subcutaneous injection of fat or a fat trans- 
plantation. 


Fat injections have been tried in a 


number of cases with satisfactory imme- 


diate cosmetic results, but absorption oc- 
curs quickly. Transplantations of fat 
have been suggested, but so far as we 


know have never been actually carried out 
in a patient with this disease. 


ETIOLOGY, PATHOGENESIS, AND PATHOLOGY 

The etiology of lipodystrophia progres- 
siva is quite obscure. 

In general three different hypotheses 
have been suggested in discussions con- 
cerning the pathogenesis of the lipodys- 
trophy. 

(1) A disease of the nervous system, a 
trophic change, or a trophoneurosis. 

(2) An endocrine disturbance. 

(3) A disease of the fat tissue itself. 

Proponents of the hypothesis of a neu- 
rogenic mechanism cite in its favor the 
symmetry of the lesions, the analogy of 
other fat disturbances in cerebral lesions 
which do not involve the hypophysis or 
the epiphysis, the reported change in the 
subcutaneous fat in the distribution of a 
diseased sciatic nerve, and the similarly 
reported alterations in the mammary fat 
on the affected side in certain cases of 
poliomyelitis. 

In the domain of the endocrine system, 
consideration has been given to the possi- 
ble influence of the gonads, of the hypo- 
physis, of the thyroid and of the pineal 
body. All authors eliminate the gonads, 
a few consider the hypophysis seriously, 
quite a number have found evidence of 
thyroid disorders, and Prof. Klien, of 
Liepzig, suggested an hypothesis on the 
supposition of an abnormal involution of 
the pineal body. 


As far as is known, the lipodystrophy 
has no effect upon the duration of life and 
the few reported deaths in such cases have 
resulted from intercurrent diseases. Only 
three autopsies have been reported and 
unfortunately all three have been disap- 
pointingly incomplete and_ inconclusive. 
No significant lesion was discovered in the 
nervous system or in the endocrine sys- 
tem. Fat was present in the orbits, in the 
pericardium and in the usual situations 
in the abdomen and retroperitoneal tis- 
sues. Clinical studies showed no increase 
in the lipase of the blood, no lipemia, and 
no abnormality in the digestion of fat as 
determined by examination of the stool 
after a heavy fat meal. 

Certainly, signs of endocrine distur- 
bance have been frequent, though in some 
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cases they have been entirely absent in the 
opinion of the reporting observers. An 
analysis of cases showing endocrine de- 
fect reveals a variety of pictures, in such 
variety and in such contrast that an etio- 
logical relationship seems most unlikely. 

One autopsy revealed infantilism of the 
genitalia in a boy of 16 or 17 years of age, 
slight colloid change of the thyroid and 
persistence of the thymus. Another au- 
topsy showed almost complete disappear- 
ance of the thymus in a twelve-year-old 
girl. One case was associated with pre- 
cocious development of the genitalia and 
of the secondary sexual characteristics. 
In the great majority of the cases the 
gonads structurally and functionally were 
normal. Zalla found in his autopsied case 
a cyst of the hypophysis, but in Parkes 
Weber’s case the hypophys'‘s was normal. 
Several of the cases are described as pe- 
culiarly sensitive to cold. One of our 
cases was remarkably sensitive to heat. 
The basal metabolic rate was found nor- 
mal by Simons and by Mosse. In Smith’s 
case and in one of ours it was definitely 
accelerated. It is fair to say that in a 
number of the cases, including our own, 
in which the thyroid was diseased, the pa- 
tients came from districts where goiter 
was endemic. A moderate degree of hy- 
pertrichosis has been frequently reported. 
The adrenals, when observed at autopsy, 
have been normal in gross and micro- 
scopic appearance. In one case the cortex 
was rich, in another poor in lipoids. Many 
cases have been associated with fatiga- 
bility and a tendency to low blood pres- 
sure. Smith’s patient had a marked ar- 
terial hypertension. 

Associated trophic lesions have been 
most unusual. In one case a_ trophic 
change of the skin is described, in another 
a lesion of a finger nail. Excessive activ- 
ity of the sebaceous glands was noted in 
one case and of the sweat glands in a few 
cases, 

One can draw no definite conclusions as 
to the etiology or pathogenes’s of the lipo- 
dystrophy from the data available at pres- 
ent. It may be stated that these patients 
are the victims of a constitutional anom- 
aly, which first appears several years after 
birth, which may have as exciting cause a 
trauma, a severe fright or an infectious 
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disease, and which is frequently associated 
with other constitutional defects, espe- 
cially in the endocrine system. The nerv- 
ous symptoms are probably largely func- 
tional and are due to the effect of the 
distressing situation upon a nervous sys- 
tem, which may also have had a share in 
the constitutional weakness. 

NoTE.—I wish to express my apprecia- 
tion to Mr. O. C. E. Hansen, of the Johns 
Hopkins Medical School, for his courteous 
assistance in translation of Italian litera- 


ture. 
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DISCUSSION 

Dr. Lewellys F. Barker, Baltimore, Md.—No 
one seems to know the exact nature of this proc- 
ess. I feel with Dr. Sprunt that these patients 
represent a constitutional inferiority. They are 
inferior in the nervous system and inferior in 
the endocrine systems. This rather suggests that 
prenatal influences or intrauterine influences 
may be in some degree responsible. 


The localization of the fat disturbance in the 
upper half of the body does not correspond to 
half of the embryos by any means. It is not as 
though one of the two first divisions of the germ 
cell had been injured, because as we know, one 
cell does not correspond to the upper or lower 
half of the body, but rather to the right half and 
the left half of the body. The fat cells in the 
upper half of the body do not in this disease do 
the same kind of work that the fat cells in the 
lower half of the body do. Why? One may 
think possibly that they can not build up fat or 
that they can build up fat and then destroy the 
fat built faster than is normal. 

This takes us into the doctrine of fat forma- 
tion and of fat destruction in individual cells. 
The ferment lipase works in a reversible way, 
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and it is possible that there is some disturbance 
of the lipolytic function in these cells. If so, it 
is a disturbance limited to the upper half of the 
body and does not apply to the lower half of the 

body. It is hard to conceive of a lipase action 

ag involves only the cells in one-half of the 
ody. 

One might think of an influence through the 
nervous system. Here, too, it is hard to see how 
the upper half of the body should be involved 
without the lower half. 

We have a group of so-called trophoneuroses. 
Let me call to mind the hemiatrophy and hemi- 
hypertrophy which involves one-half of the body. 
These conditions appear to depend upon an ab- 
normal action of trophic nerves. One might as- 
sume that the trophic nerves innervating the fat 
tissue in the upper half of the body are involved 
here. Is there any evidence of central localiza- 
tion of trophic functions? Yes, there is some evi- 
dence; and that evidence points to the floor of 
the third ventricle as the site. Lesions of the 
tuber cinereum may give rise to dystrophia adipo- 
sogenitalis. 

It is conceivable, then, that fat metabolism in 
general may have a central representation in the 
floor of the third ventricle, and it is further con- 
ceivable that half of the area, namely, inner- 
vating the upper half of the body, can be dis- 
turbed without involving the other half. 

Dr. Walter Baumgarten, St. Louis, Mo.—The 
age at which the disease begins places the onset 
in two periods of life, that is between the ages 
of six and twelve, and between twenty and thirty. 
The onset of the disease in many cases is coin- 
cident, at least, with some severe illness, an in- 
jury or accident, or a more or less infectious 
disease. This suggests some profound general 
disturbance at particularly valuable ages, with 
especial reference to the younger group. 

Secondly, as Dr. Sprunt has pointed out, there 
has been great confusion in the interpretation 
of the possible part played in the development 
of lipodystrophy by endocrine disturbances. Cer- 
tainly no definite relationship can be ascribed to 
these. 

Lastly, it may be well to cite Parkes Weber’s 
observation that many degrees of abnormal fat 
distribution occur: 

(1) The slight exaggeration of the normal fe- 
male sex characteristic. 

(2) The relative exaggeration of fat in the 
lower extremities and buttocks of otherwise thin 
subjects. 

(3) The pathologically altered distribution of 
fat rather than wasting—(for many of these pa- 
tients are well above the average in weight for 
their height). 

In short, we have no criterion by which this 
condition can be definitely brought under specific 
category or classification. 

Dr. E. Bates Block, Atlanta, Ga.—I should like 
to ask whether Dr. Sprunt can give us any in- 
formation in regard to trophic nerves to fat, 
whether they are sympathetic nerves, or with 
what nerves they run. As we know, some trophic 


nerves run with the sensory and certain other 
nerves with the motor and the trophic nerves of 
the intestinal canal are sympathetic. 

Dr. Sprunt (closing) .—In regard to the trophic 
nerves, I am afraid I cannot answer the question 
of Dr. Block. There has been much discussion 
about that, but all of it seems to be fruitless, 
There have been pharmacodynamic tests in many 
cases with varying results. It does not seem 
that there is any constant sympathicotonia or 
vagotonia. 


CARDIOSPASM, ASSOCIATED WITH 
ANEURISM, AORTITIS AND AN- 
GINA, WITH REPORT OF 
TWENTY-THREE CASES* 


By J. RUSSELL VERBRYCKE, JR., 
M.D., F.A.C.P., 
Washington, D. C. 


A somewhat casual survey of the litera- 
ture has failed to show that any associa- 
tion has heretofore been noted between 
cardiospasm and the circulatory disturb- 
ances of aortitis, aneurysm and angina. 
On a recent visit to the Mayo Clinic I 
asked Dr. Vinson, who has had a vast ex- 
perience with esophageal cases, whether 
he had noted any frequency of these condi- 
tions occurring concomitantly, and he re- 
plied that he had not. 

My attention was first called to this sub- 
ject by several cases in which a great deal 
of doubt existed as to whether the pain 
and other symptoms were from circulatory 
angina or from the well marked cardio- 
spasm which was found to exist. 

On reviewing my series of about 250 
cases of cardiospasm I have collected 23 
who show with the esophageal obstruction 
some degree of aortic dilatation or angina, 
or both. This is surely a much larger 
proportion than one would expect, unless 
there were some factor common to the eti- 
ology of both. I have thought it well, 
therefore, to bring this before the profes- 
sion, to analyze the cases, make a few ob- 
servations and report several in detail. 

The patients were about evenly divided 
between the sexes, there being 11 male 
and 12 female. The average age was 58, 


*Read before Southern Gastro-Enterological 
Association, meeting conjointly with the. South- 
ern Medical Association, Sixteenth Annual Meet- 
ing, Chattanooga, Tenn., Nov. 13-16, 1922. 
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1. M. F 80 First stage Fusiform dil. of aorta None 184 
2. R. M 62 Marked obstruction Enl. thoracic aorta None 94-174 
3. W. M 75 Marked obstruction Aneurysm partly calcified None 110-176 
4, M. M Lis Moderate obstruction Negative Angina 80-150 
5. C. F 67 Marked obstruction. No dil. Aneurysm Esophagus 90-130 
6. O. F 48 Marked obstruction. Sl. dil. Negative anginoid sesunenarie 
4. 8. F 40 Marked obstruction. No dil. Dilatation of arch Angina 96-110 
eS F 50 Slight obstruction Dilatation of arch Esophagus 98-170 
9. A. F 48 Moderate obstruction Marked dilatation of arch None 92-144 
i oe M 60 Moderate obstruction. Mkd. dil. | Moderate dilatation of arch Angina 82-180 
, F 47 Marked obstruction. Mkd. dil. Moderate enlargement of arch | None 84-158 
. M. F 47 Mod. obst. No dil. Marked dilatation of arch Angina 64-150 
; B F 52 Mod. obst. SI. dil Slight broadening of aorta Anginoid 86-142 
, D. M 77 Mkd. obst. Mod. dil Marked dilatation of arch None 82-152 
. M. F 54 Mod. obst. No dil Widened below arch None 92-140 
ea. M 62 Slight obstruction Considerable enlargement None 110-266 
S 4 F 53 Mkd. obst. Sl. dil. Pulsating enlargement Anginoid 96-174 
5. ae M 59 Slight obstruction Slight broadening None 84-140 
. © M 72 S!. obst. Sl. dil. Entire aorta broadened Esophagus 135 
ee F 40 Slight obstruction Slight broadening None 100-146 
ie bs | M 63 Mkd. obst. Mkd. dil. Marked broadening None 76-112 
OE | M 48 Mkd. obst. SI. dil. Marked broadening Angina 100-138 
aA M 54 | Mod. obst. No dil. Dilatation descending Angina 82-112 


Totals.—Cases 23. Males 11, females 12. Average age, 58. Youngest 40. O!dest, 80. Cardiac obstruction: slight, 5; 
moderate, 7; and marked 11. X-ray of aorta, negative 3; varying degrees of broadening to aneurysm, 20. Typical angina, 


4. Atypical angina (probable), 4. No chest pain, 10. Digestive pain alone, 2. Blood pressure high, 9; low, 3. 


pressure, diastolic 89, systolic 154. 


Average 


Abbreviations.—Mkd. (marked) ; Mod. (moderate); Sl. (slight); Obst. (obstruction) ; Dil. (dilatation) ; Neg. (nega- 


tive); Enl. (enlargment). 


pee - youngest patient 40 and the old- 
est 80. 

The esophageal obstruction was noted as 
slight in 5 cases, moderate in 7 and 
marked with more or less dilatation above 
the spasm in 11. Twenty cases showed 
varying degrees of aortic broadening up 
to actual aneurysm. Three cases with car- 
diospasm and typical angina gave no ab- 
normal appearance of the aorta. 

The fluoroscope with occasional radio- 
grams were necessarily the chief means of 
determining the actual condition of both 
the esophagus and aorta. It is very likely 
that both cardiospasm and aortitis are 
much more common than we have sup- 
posed. 

Seven patients had typical angina pain. 
Four had possible angina‘but atypical be- 
cause of its distribution or in that it was 
not induced by exertion. Ten had no chest 


_ pain and 2 had pain only on swallowing. 


A few had no symptoms referable to the 
cardiospasm, but the majority were con- 
scious of food or liquid sticking at the car- 
dia, even though there was no unusual 
pain, and of course many with dilated eso- 
_Phagus had frequent regurgitation. 
_Circulatory disturbances other than an- 
gina which were present in some were 


dyspnea, palpitation, and irregular hearts, 
while many showed cardiac enlargement 
and some valvular lesions. Cardiac en- 
largement was easily explained by the fact 
that in the series there were some very 
high blood pressures, in one instance 260 
over 110. The average was, diastolic 89, 
and systolic 154. In 9 the blood pressure 
was quite high, while in 3 it was very low. 

I have been unable to gain any definite 
information as to whether the esophageal 
or circulatory lesions started first or 
whether they gradually developed to- 
gether. So also, while I have stated that 
there must be some common etiology, I 
must admit that a study of these cases has 
not brought this factor to light. 

Syphilis was proven in only 2 cases. The 
majority of the Wassermann tests were 
negative. A few were not made, but 
there was nothing except the aortitis to 
indicate the possibility of syphilis being 
present. And, in this conection, I might 
state that while some clinicians state that 
80 per cent of the cases of aortitis are 
due to syphilis, my own experience has 
been the opposite; that is that 80 per cent 
have a negative Wassermann and no de- 
monstrable proof of luetic infection. 
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In 11, there was some toxic condition 
or focal infection present. These consisted 
of indolic autointoxication, cholecystitis, 
diseased tonsils, etc. So also 11 showed 
evidence of increased vagus irritability in 
some or all of the branches. Colonospasm 
was frequent. 

The diagnosis of these cardiospasm- 
aortitis cases is easy, for it is made for us 
by the x-ray, but the determination as to 
which causes the patients pain or oppres- 
sion in the chest and the consequent treat- 
ment calls for a considerable weighing of 
evidence and must depend upon the his- 
tory and clinical examination. Several 
cases to be presented later will show the 
difficulties to be encountered. 

The treatment for uncomplicated cardio- 
spasm giving symptoms of obstruction is 
mechanical dilatation. But each of the pa- 
tients with circulatory complications 
should be treated individually. The sever- 
ity of the symptoms caused by the spasm 
should be weighed against the possible 
dangers from attempted instrumentation 
in a case of aneurysm, aortitis, angina or 
probable high blood pressure. Mechanical 
dilatation is a rough ordeal for an other- 
wise normal person and is fraught with 
possibilities of danger in those whose blood 
vessels are not normal. It has been shown 
that the simple passage of the stomach 
tube may raise blood pressure 40 mm. or 
more. 

I dilated the cardia of but 3 of these 23 
patients and it was done without mishap, 
and with apparent cure of both cardio- 
spasm and angina in one case. On the 
other hand, 2 of the other patients who 
were not dilated dropped dead several 
weeks after the diagnosis was made and 
instrumentation in these cases might have 
proven fatal had it been tried. 

I shall close by giving a synopsis of sev- 
eral illustrative case histories. 


Mr. C. T. J., aged 48, had always been healthy 
except for attacks of grippe and some acid dys- 
pepsia. Five months previously he had his first 
attack, suddenly and without apparent cause, of 
pain in the lower chest, radiating to the back 
only. A physician told him that it was nervous 
indigestion and he was finally relieved by drink- 
ing hot water. Since that time attacks occurred 


frequently, coming lately as often as once a 
day. He was afraid to eat and felt as if there 
was a lump behind the sternum. Lately, exer- 
tion had produced the pain, which was relieved by 
rest or soda. 
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Examination showed diseased tonsils. The 
heart was enlarged moderately to the left, 
Sounds at the apex were normal. The first aortic 
sound could not be heard. There was a very 
short systolic murmur toward the base of the 
heart. The Wassermann was negative. 

Fluoroscopic examination showed decided 
broadening of the aorta and a 25 per cent in- 
crease in heart size. There was marked delay 
to the passage of liquid at the cardia and some 
dilatation of the esophagus. Diagnosis was made 
of cardiospasm, aortitis, chronic tonsil infection 
and probable angina. He was referred to a heart 
specialist, who stated that he thought the symp- 
toms were due to the esophagus rather than the 
heart and he advised stretching the cardia. At 
this time, however, he began having attacks of 
pain at night and it was found that amy] nitrite 
gave instant relief. I decided definitely that he 
had angina, refused dilatation and again referred 
him to the heart specialist, who then concurred 
in the diagnosis. 

Mr. A. O. V., aged 60, had symptoms of six 
months’ duration. His trouble had been diag- 
nosed as angina. Pain was in the cardiac region, 
radiating to the right chest, and was relieved by 
soda or belching. He coughed up a good deal of 
thick mucus which was manifestly esophageal. 
There was no effect of food or exercise. 

Examination showed that his heart was nega- 
tive except for a soft systolic murmur. Pulse was 
52 and blood pressure 180 over 82. All labora- 
tory tests, including Wassermann, were negative. 

X-ray showed a moderate amount of dilatation 
of the aortic arch and a moderate degree of car- 
diospasm with dilatation of the lower third of 
the esophagus. 

Diagnosis was made of cardiospasm, arterial 
hypertension and angina. Dilatation of the cardia 
was advised in this case, but refused. 

Mrs. M. M., aged 47, had felt food stick at the 
cardia occasionally for some years, but for the 
preceding two years had been gradually and pro- 
gressively worse. Food stuck behind the cardia. 
Severe pain, taking away the breath, followed 
eating or walking. Everything hurt except hot 
water and she was afraid to eat. Hot water the 
first thing in the morning caused regurgitation 
of froth. : 

On examination there was slight enlargement 
of the heart with a double murmur over the 
sternum. Blood pressure was 150 over 64. The 
Wassermann was positive. 

X-rays revealed considerable enlargement of 
the aortic arch and moderate cardiospasm with- 
out dilatation. 

Her symptoms were undoubtedly more diges- 
tive than circulatory. She was sent to the hos- 
pital for rest and anti-syphilitic treatment and 
while there suddenly died with an attack of an- 
gina several weeks later. 

These histories will serve to illustrate 


the type of case which we have been con- 


sidering. A table of all the cases in the 


series is appended. 
The Rochambeau. 


Discussion follows paper of Dr. Friedenwald, page 346. 
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THEODORE H. Morrison, M.D., 
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Spasm at the cardia and cardiospasm 
are terms which have been used more or 
less synonymously to denote a spastic af- 
fection of the lower area of the esophagus. 
Much confusion still exists in the litera- 
ture regarding the nomenclature of these 
affections, and only recently Smithies 
has again called attention to the fact that 
the two conditions must be distinguished 
from each other. In-spasm at the cardia 
a temporary contraction occurs which is 
transient in character; whereas in cardio- 
spasm, in addition to hypertrophy or an 
unusually strong and prolonged contrac- 
tion of the cardia, a diffuse dilatation of 
the esophagus is also present. Most observ- 
ers consider spasm at the cardia as an 
acute stage always preceding the chronic 
lesion of cardiospasm. We have studied 
our cases according to this classification, 
as we are entirely in accord with these 
views. The incidence of this affection is 
apparently on the increase, but in all prob- 
ability the explanation lies in the fact that 
with the development of our more accurate 
diagnostic procedures, especially esopha- 
goscopy and fluoroscopy, hitherto unsus- 
pected cases are being recognized. 


ETIOLOGY 


The fact that there are so many theories 
regarding the etiology of th’s cond‘tion is 
proof that our knowledge as to its caus- 
ation is still obscure. A few factors that 
have been advanced by various author- 
ities may be noted as follows: Rosenstein 
considers the primary cond t’on to be an 
atony of the musculature of the esophagus 


*From the Gastro-Enterolog’cal Clinic of the 

Department of Medicine of the University of 
Maryland. 
_ tRead before the Southern Gastro-Enterolog- 
ical Association, meeting conjointly with Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 


FRIEDENWALD AND MORRISON: SPASM AT CARDIA 341 


with secondary spasm of the cardia. Kraus 
believes that the condition is due to the 
simultaneous development of a prolonged 
spasm at the cardia and a paralysis of the 
circular muscles of the gullet brought 
about by degenerative changes in the vagi. 
Some observers such as Fleiner, Zenker, 
and S‘evers maintain that a congenital 
predisposition is responsible for the dila- 
tation. Martin considers a primary esopha- 
git's to be an important factor; and such 
conditions as congenital or acquired asthe- 
nia, organic lesions of the stomach and eso- 
phagus such as ulcer or cancer, and kink- 
ing of the esophagus at the cardia are 
among other explanations offered. 


Mikulicz, Meltzer and Plummer believe 
that in addition to changes occurring at 
the cardiac sphincter, there exists some 
disturbance of the neuro-muscular mech- 
anism of the esophagus which may permit 
diffuse dilatation irrespective of actual 
stenosis due to hypertrophy of the cardiac 
sphincter. Plummer calls attention to the 
fact that some individuals exhibit a habit 
spasm at the cardia without any dilatation 
of the esophagus. Smith‘es believes that 
there always exists a defin'te hypertrophy 
of the muscular cardiac ring with demon- 
strable generalized dilatation of the eso- 
phagus of varying degree in cases of car- 
diospasm. Aaron’s explanation of this con- 
dition seems very plausible. According 


‘to this observer, under normal conditions 


the cardiac sphincter contracts and re- 
laxes, due to the action of stimuli carried 
respectively through the vagus and sym- 
pathetic nerves. Only the initial act of 
swallowing is voluntary, while the balance 
of deglutition is a complicated reflex act 
in which the peristaltic wave follows the 
bolus of food, the gullet contracting above 
and relaxing below the food. During each 
act of swallowing, inhibitory impulses pass 
from the sympathetic to the cardia, caus- 
ing the latter to relax and receive the 
bolus of food. In cardiospasm this inhib- 
itory control is apparently absent, so that 
the cardia remains in a state of continuous 
contraction producing a muscular hyper- 
trophy by overwork at the cardia, and 
later on a diffuse dilatation of the esopha- 
gus. This disturbance in the normal 
mechanism may be of central, reflex or 
intra-esophageal origin. Thus_ shock, 
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worry and trauma with the hurried gulp- 
ing of food may be mentioned among the 
contributing factors concerned in the pro- 
duction of this affection. It is also inter- 
esting to note that spasm at the cardia is 
not uncommonly produced reflexly, by dis- 
ease of organs elsewhere: as by infections 
of the gall bladder or appendix; lesions of 
the stomach, duodenum, and esophagus, 
or abdominal adhesions, and on the other 
hand it may be accompanied by spasms of 
other portions of the body (pylorospasm). 
Notwithstanding the removal of the pri- 
mary affection, however, the spasm may 
persist and may finally lead to a true car- 
diospasm. Attention must also be directed 
to a rather small group of cases of spasm 
at the cardia first noted by Plummer and 
more recently again by Vinson in which 
in addition to the dysphagia, a secondary 
anemia with enlargement of the spleen 
develops which disappears when deglu- 
tition again becomes normal. At first, 
the esophageal muscles undergo hyper- 
trophy on account of the increased amount 
of work necessary to overcome the resist- 
ance at the cardia; later the esophageal 
musculature fails against the increasing 
obstruction at the cardia, and atony and 
dilatation result. The accumulation and 
stagnation of food in the gullet further 
increase the intra-esophageal pressure 
thus further advancing the dilatation. 
Meltzer was among the first to consider the 
dilatation to be a stagnation ectasia, due to 
an abnormally contracted cardia which 
he in turn attributed to a disturbance of 
the nervous mechanism controlling the 
cardia. 


We have had under our care for the 
past seven years 133 cases of this affec- 
tion, of which forty-one were instances of 
true cardiospasm with associated dilata- 
tion and ninety-two were examples of 
spasm at the cardia. 


Before considering the symptomotology 
of this disorder the following etiological 
factors may be briefly discussed. 


Sex.—Smithigs and Plummer observe no 
difference as to its occurrence in the 
two sexes; whereas Verbrycke finds 61 
females and 39 males affected in his se- 
ries. Our experience would indicate that 
sex plays only a minor role and although 
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spasm of the cardia occurs more fre- 
quently in females, cardiospasm is as prev- 
alent in males as in females, since all cases 
of the former do not develop dilatation. Of 
our ninety-two cases of spasm of the car- 
dia sixty-eight females were affected to 
twenty-four males, while of the forty-one 
cases of cardiospasm twenty-three were 
males and eighteen females. 


Age.—Spasm of the cardia occurs most 
commonly in young adult life between the 
age of eighteen and thirty years. Cardio- 
spasm is more frequent in mid-adult life 
between the age of twenty-five and fifty 
years. Cases have been recorded varying 
in age from four to eighty-three years. 
The following table presents our cases of 
spasm at the cardia and cardiospasm ar- 
ranged according to age: 


Cases of 
Ages in Spasm at the Cardia Cardiospasm 
Years No. of Cases No. of Cases 
18 to 30 82 
30 to 40 21 9 
40 to 50 14 16 
50 to 60 13 8 
60 to 70 8 3 
70 to 80 4 4 
92 41 
Occupation.—Those individuals who 


lead an active life physically and mentally 
are apparently more prone, according to 
our experience, to develop cardiospasm, 
while spasm at the cardia is more com- 
monly observed in neurotic individuals. 


SYMPTOMATOLOGY 


Plummer describes three stages to this 
disease: first, spasm at the cardia in 
which the esophageal muscle is able to 
overcome the’ resistance at the cardia; 
second stage, in which a relative or actual 
increase in the spasm occurs so that the 
peristaltic action of the esophagus is not 
sufficient to force food through the car- 
dia; and finally, the third stage character- 
ized by the formation of true cardiospasm 
with diffuse dilatation. These stages neces- 
sarily overlap, and the symptoms manil- 
fested depend upon the stage of the dis- 
ease at hand. Spasm of the cardia, which 
may be considered the acute form, comes 
on suddenly following an emotional upset 
or after the hurried gulping of food and 
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at times even without any attributable 
cause. The attack is accompanied by a 
choking sensation, discomfort and burn- 
ing in the substernal region and at times 
by dysphagia. This condition may last a 
few hours or days and periods of well be- 
ing may alternate with exacerbations of 
the spasm. After a variable period of time, 
the spasm becomes more chronic, food is 
forced through the cardia with great dif- 
ficulty into the stomach so that regur- 
gitation becomes a prominent symptom 
and dysphagia is more marked. In many 
of our cases the regurgitation was of the 
explosive type and consequently most em- 
barrassing at times. Some of our patients 
complained that food lodged in the chest, 
and only by repeated swallowing efforts 
or by the drinking of water could be pro- 
pelled into the stomach. After a variable 
period of time dilatation develops when 
considerable quantities of food may be re- 
tained. In one of our cases the esophageal 
capacity was 2,000 c. c. The dysphagia 
which becomes more and more annoying 
is not always painful. Some patients com- 
plain of dyspnea, cough, crowding of the 
heart, palpitation and angina-like pains. 
It is of importance to note that liquids 
are more prone to produce immediate dis- 
tress than are solids, although some pa- 
tients have as much difficulty in swallow- 
ing solids as with liquids. The regurgi- 
tation in this stage occurs either immedi- 
ately after the ingestion of food or may 
be delayed for some hours. The liquid 
portion of a meal may seep through the 
cardia, and the solid food with mucus 
may be regurgitated or remain in the eso- 
phagus at times even for days. The re- 
gurgitated material does not contain any 
free hydrochloric acid, is alkaline in reac- 
tion, frothy, and contains much mucus. 
Nocturnal emesis may occur which may 
prevent proper rest. Other symptoms 
noted in our cases were loss of weight due 


.to the malnutrition, anorexia, constipa- 


tion, eructations, headaches, dizziness, 
nausea, weakness, etc. The duration of 
all symptoms in our series varied from a 
few months to 22 years. 


DIAGNOSIS 


The diagnosis of spasm at the cardia is 
readily arrived at by noting the appear- 
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ance of varying degrees of dysphagia, dis- 
comfort beneath the sternum, and a chok- 
ing sensation present in a neurotic indi- 
vidual. In some instances a definite re- 
sistance may be encountered at the cardia 
on passing a stomach tube or a bougie, 
the resistance being less perceptible to a 
large caliber bougie than a small one. 
This sign is more marked in the second 
stage of the disease. The periodicity in 
the occurrence of the attacks and the ap- 
pearance of regurgitation are also sug- 
gestive symptoms. A fluoroscopic exam- 
ination will also aid much in clearing up 
the diagnosis as a momentary arrest of . 
bismuth will be noted at the cardia. When 
dilatation occurs the diagnosis is based on 
the following findings: first, on the 
clinical history of the preceding stages; 
second, attacks of regurgitation (some- 
times projectile in type) of stagnant food 
remains containing mucus; third, dys- 
phagia; and fourth, the absence of the 
second deglutition sound. If a stomach 
tube is passed into the esophagus, food 
remains will usually be regurgitated 
through and around the tube. If the 
bougie or tube is unguided, it may im- 
pinge upon the pendulous esophageal sac 
in its lowest part; and if the bougie is 
passed over a thread as a guide, a resist- 
ance is experienced at the cardia. 


By means of the fluoroscope the opaque 
meal may be observed at first to be ar- 
rested at the cardia, then a trifle will be 
noted trickling through and finally the 
esophagus will slowly fill, revealing a uni- 


. form dilatation, the outline of which is 


smooth and regular. In one of our cases 
so little bismuth had passed the cardia 
that on account of the huge dilatation of 
the esophagus, we were at first of the opin- 
ion that we were dealing with a congeni- 
tal anomaly, that is of a stomach trans- 
posed above the diaphragm. It was only 
after taking a series of plates for 72 
hours, at regular intervals, that we were 
enabled to demonstrate that the stomach 
was in normal position but was small and 
contracted. In well advanced cases of dila- 
tation the bismuth passes into the stom- 
ach very slowly and may remain in the 
esophagus as long as 24 hours or longer. 
All of our cases were studied in the lateral 
as well as the anterior-posterior position 
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and radiographic plates were made to ver- 
ify the fluoroscopic findings. 

Einhorn has devised a delineator string 
that casts a definite shadow on the flu- 
oroscopic screen or on the plates, which 
may be of considerable value in the diag- 
nosis of cardiospasm. The apparatus 
consists of very fine copper wire (60 in 
a single strand) covered with braided 
silk, a metal ball being attached to one 
end of the string. The strand of wire of- 
fers no resistance to spastic movement of 
the esophagus. Under the x-ray, the 
shadow of the string appears more or less 
tortueus, according to the degree of the 
spasticity. Alterations in the outline of 


the esophagus from time to time can be 
easily recognized by means of the x-ray 
in cases of cardiospasm. After the delin- 
eator has been introduced, it may be al- 
lowed to remain, which avoids the neces- 
sity of the repeated ingestion of barium in 
the x-ray study of this affection. 


DIFFERENTIAL DIAGNOSIS 


In the differential diagnosis it is only 
necessary to distinguish cardiospasm 
from carcinoma. In carcinoma of the 
esophagus the duration of the symptoms 
is shorter, and the patients are usually 
older. Solids produce more discomfort 
than liquids, small calibered boug’es pass 
more readily than larger ones, and often 
carcinomatus particles, pus and traces of 
blood are obtained by means of the bougie. 
The fluoroscope shows an irregularly di- 
lated esophagus with a tortuous filling 
defect, and by means of the esophago- 
scope the ulcerated growth may be visual- 
ized and particles of the tumor may be 
directly obtained for pathological exami- 
nation. Luetic stricture can usually be 
ruled out by means of the Wassermann 
test, which was made as a routine in all 
of our cases affected with esophageal 
stricture. 

PROGNOSIS 


Plummer reports three cases of abso- 
lute cures in which he was able to demon- 
strate that the dilated esophagus had 
returned to normal size. According to 
Meyer and Jackson, when dilatation once 
occurs, irreparable damage is done to the 
esophagus, which never again returns to a 
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normal state although the patient may be 
entirely free of symptoms. 


Our experience coincides with the latter 
view in the advanced cases, but in the 
early and less severe forms complete cures 
are unquestionably obtained. Smithies’ 
figures are interesting in this respect and 
our observations are in accord with his. 
According to this observer, clinical and 
functional recovery takes place in 70 per 
cent; improvement in 20 per cent and 10 
per cent are not benefited by any form of 
treatment. Gastrostomy is necessary to 
prolong life in these latter cases. Smithies 
states: 

“Even after the restoration of the cardiac 
sphincteric action, the esophagus may remain 
much dilated and permit food retention. How- 
ever, it is surprising how dilatation of the esopha- 
gus may -persist and yet be unaccompanied by 
dysphagia, provided the cardiac orifice is patent 
and the sphincter acts normally.” 


TREATMENT 


In the acute form attent’on should be 
especially directed toward the nervous 
system and the general health of the pa- 
tient. In selected cases, rest cures, change 
of scene and the removal of all irritating 
influences prove most helpful. Large 
bougies should be introduced into the eso- 
phagus and allowed to remain in situ for 
a few minutes at a time if possible. A 
bland non-irritating diet is indicated. 
Bromids, valerian, belladonna, benzyl 
benzoate, olive oil and hyoscyamus may be 
administered with a variable degree of 
success. In order to prevent the occur- 
rence of the more chronic form, that is 
cardiospasm, we cannot urge too strongly 
the early diagnosis of spasm at the cardia. 
Cardiospasm associated with diffuse dila- 
tation is an example of a more or less se- 
rious organic lesion which has its incep- 
tion primarily in a functional spastic con- 
dition of the cardia. 


The treatment of cardiospasm may be 
divided into two forms; those cases in 
which a silk thread becomes necessary as 
a guide for the passage of the bougie and 
those in which the cardia can be entered 
without a guide. In the milder cases, in 
which dilatation is only moderate and the 
cardia is on a line with the axis of the 
esophagus, we have used the Meyer di- 
lator, unguided, with very satisfactory 
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results. This dilator can easily be impro- 
vised by any one and consists of a double 
rubber bag made of Penrose rubber drain- 
age tubing between which is inserted a 
silk bag an inch and a quarter in diameter. 
These three layers extending six inches 
up from the closed end of an ordinary 
stomach tube are securely tied at each end 
with silk threads. To facilitate the pas- 
sage of the dilator a flexible steel wire 
may be used as a mandrin and removed 
when the cardia has been passed. By 
means of a glass syringe of 150 c. c. capac- 
ity, which is connected to the mouth end 
of the stomach tube, the rubber bag is 
distended with water, over-stretching be- 
ing prevented by the limitation of the silk 
bag. The treatments can be given at first 
daily, then on alternate days and the inter- 
val may be gradually lengthened to a 
single dilatation a month. Subsequent to a 
course of dilatation by means of this 
method, the ordinary esophageal bougies 
may be utilized with very satisfactory re- 
sults. 

We have been impressed with the ease 
with which most patients gradually learn 
to use these instruments themselves in 
spite of the futile attempt in inserting 
the apparatus at the initial sitting. The 
regime regarding diet and medication as 
outlined in the acute stages is followed 
as far as possible in the patients affected 
with cardiospasm. 


An illustrative case of our series be- 
longing to this group is as follows: 


_ Miss H. W., age 28, had been troubled period- 
ically with dysphagia, loss of weight, projectile 
regurgitation, nervousness and constipation for 
two years. The physical examination was prac- 
tically negative, and the roentgen-ray revealed a 
definite spasm at the cardia with diffuse dilata- 
tion of a moderate degree. After a six weeks’ med- 
ical rest cure at the Mercy Hospital during which 
period dilatations with the Meyer instrument were 
regularly practiced, she was discharged in splen- 
did physical condition, having gained twenty 
pounds in weight. Five years later the patient 


. returned to express her gratitude for her splen- 


did cure, not having had any further difficulty. 
She continues to use the dilator once a month as 
a factor of safety. An x-ray examination made 
at the last visit revealed the esophagus to be of 
much smaller caliber, and bismuth entered the 
stomach normally. 


In more advanced cases with marked 
dilatation and a pouch-like formation at 
the lowest part of the esophagus which 
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may be several inches below the level of the 
cardia, it is impossible to force a bougie 
through the cardia without a guide. Mix- 
ter of Boston, 18 years ago, called atten- 
tion to the fact that a silk thread will pass 
through the orifice that water will pass, 
and Plummer later utilized this method 
clinically in the treatment of his cases of 
cardiospasm. Six yards of a braided silk 
thread is swallowed and after several coils 
of the intestine have been passed the prox- 
imal end can be pulled taut without the 
possibility of withdrawing the thread. A 
perforated olive tip of a Plummer dilator 
is passed over the thread and by traction 
on the silk, the sound is directed to the 
sphincter and by moderate force slipped 
through the cardia. It is extremely dan- 
gerous to use great force in esophageal 
instrumentation without a guide, as per- 
foration of the esophagus may occur. In 
order to facilitate the passage of the 
thread, lavage of the esophagus should be 
thoroughly practiced and belladonna ad- 
ministered for a few days prior to under- 
taking this procedure. In one of our cases, 
the cardia was dilated after being visual- 
ized through the esophagoscope, after 
which the olive tips could be properly 
directed. The size of the olives passed 
are gradually increased and later on the 
Meyer dilator can be employed to augment 
dilatation. Plummer utilizes a rubber dila- 
tor similar to Meyer’s with the exception 
that the former is passed over a string as 
a guide. After the dilator is in situ, dila- 
tation is produced by a hydrostatic pres- 
sure of 675 mm. of Hg. Two or three 
such treatments are given and the patient 
is discharged with instructions to return 
if any further dysphagia is noticed. 


The metal cardio-dilator as constructed 
by Einhorn has been found exceedingly 
useful in his hands. This instrument con- 
sists of a metal spiral covered with a rub- 
ber tube, having an expanding end, flexi- 
ble shaft, a pilot wheel and an internal 
flexible spiral shaft enclosing a transmis- 
sion wire. The expanding end is covered 
with a rubber bag. The instrument is 
pushed through the cardia about one cen- 
timeter and the instrument expanded until 
the patient complains of pain, which de- 
notes that dilatation must cease. This 


process can be repeated to a greater degree 
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in a few days and continued until dilata- 
tion becomes complete. In impermeable 
cardiospasm, Einhorn advises retrograde 
stretching by means of his inflatable car- 
diodilator several times weekly. 

In some aggravated forms of cardio- 


‘spasm, inanition may be so great that it 


may become necessary to perform gastros- 
tomy in order to feed the patient while 
dilatation is being practiced from above. 
An illustrative case belonging to this 
group is as follows: 

Mr. C. E. B., age 68, had been suffering from 
indigestion for 22 years consisting of dysphagia, 
regurgitation of food, nausea, lodging of food 
in the chest, a sensation as if fluids would wash 
down food (but instead they induced regurgita- 
tion), and marked loss of weight. The x-ray 
examination revealed a hugely dilated esophagus 
with almost complete obstruction at the cardia. 
Before passing the esophagoscope, food taken 
six days previously was washed out of the 
esophagus. The esophagoscope passed easily and 
revealed an enormously dilated esophagus, hav- 
ing a capacity of 2 liters. By no manipulation 
were we able to induce the passage of a string 
through the cardia in this case, and as a life- 
saving measure gastrostomy for feeding pur- 
poses was performed. Dilatation through the 
esophagoscope was carried out weekly. The pa- 
tient was dismissed after a five weeks’ treatment 
much improved, but still unable to take much 
nourishment by mouth. After an interval of three 
months he returned for observation again, having 
gained twenty additional pounds in weight. He 
was able to swallow liquids and the gastrostomy 
opening was still utilized for feeding. 

Recently an advance has been made in 
the treatment of strictures of the esopha- 
gus as well as of cardiospasm by means 
of heat hyperemia, advised by Lee W. 
Dean. According to this observer, by 
means of bougies heated to 45° C., the tis- 
sue is so softened that the spasm or stric- 
ture may be overcome with little difficulty. 


CONCLUSIONS 


From our study of 133 cases of spasm 
of the cardia and cardiospasm as well as 
from the cases recorded by others in lit- 
erature we believe the following conclu- 
sions may safely be drawn: 

(1) It is extremely important to dif- 
ferentiate between the two affections, 
spasm at the cardia and cardiospasm. 
While the former is purely an acute af- 
fection noted in neurotic individuals, the 
latter is chronic in character associated 
with more or less organic change about 


the cardia with a certain degree of dilata- 
tion of the esophagus. 

(2) A thorough clinical study with 
fluoroscopic and esophagoscopic examina- 
tion will usually clear up the diagnosis 
without difficulty. 

(3) While spasm at the cardia can usu- 
ally be treated successfully by means of 
the simple methods ordinarily employed 
in overcoming functional nervous affec- 
tions, cardiospasm can only be overcome 
by means of forcible dilatation. 

(4) Since spasm at the cardia is purely 
a functional condition and usually pre- 
cedes the more serious and organic lesion 
of cardiospasm, early recognition and 
eradication of the former will do much 
prophylactically in diminishing the inci- 
dence of cardiospasm. 


DISCUSSION 


Papers of Dr. J. Russell Verbrycke and Drs, 
Julius Friedenwald and Theodore H. 
Morrison. 

Dr. Charles G. Lucas, Louisville, Ky.—That 
our knowledge of cardiospasm and spasm of the 
cardia is not complete is evidenced by a remark 
made by Dr. Lawrence, of Memphis, who reported 
to a general practitioner in his town that he had 
fluoroscoped the case sent to him and the patient 
had a cardiospasm. The physician thereupon 
asked Dr. Lawrence how much digitalis he should 
give. Many practitioners believe that cardiospasm 
has something to do with the heart. 

I have seen only a few cases of cardiospasm, 
and have come to the conclusion that there must 
be something singular about the District of Co- 
lumbia and Baltimore that Dr. Verbrycke should 
have seen so many cases of it. 

I invariably fluoroscope my cases and never 
make a diagnosis of cardiospasm unless there is a 
dilated esophagus. I have never seen a case over 
fifty, and I have seen them as young as twenty. 

I was much interested particularly in the rela- 
tion of the condition of the aorta. A man came 
under my observation sixteen years ago, in whose 
case I had first made a diagnosis of stricture of 
the esophagus, who afterward was referred to me 
by Dr. Abell, and was found to have a very marked 
cardiospasm with a markedly dilated esophagus. 
The exact capacity of this I was not able to deter- 
mine, because when he got a large accumulation 
of barium in the sac he developed the symptoms 
of which Dr. Verbrycke spoke, dyspnea and pain, 
and he has refused to have any mechanical dilata- 
tion done. 

I am in accord with Dr. Chevalier Jackson, who 
says that globus hystericus is very frequently 
spasm of the cardia, and I believe a great many 
cases of potential cardiospasm have been relieved 
because of the fact that the exciting focus was 
either in the esophagus or somewhere in the ab- 
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domen, and after surgery they are relieved of a 
ssible cardiospasm. The possibility of congen- 
ital conditions must be borne in mind. 

Two years previously I had another case of 
cardiospasm referred to me by Dr. Abell. The 
patient was a woman of thirty-two, who first be- 
gan to have symptome when she was six months 
old and nursing. At the time I saw her she had 
been unable to swallow for five days. We put 
her to bed and gave her tap water continuously for 
24 hours by the Murphy drip. She was relieved 
and able to swallow. A week later we took a 
second picture and found a relaxation of the 
spasm and a small amount of barium trickling 
comek. She refused instrumental dilatation. 

The influence of acute infectious conditions also 
must be considered. 

blacksmith, who had _ severe _ influenza 
during the epidemic of that disease, gradually 
developed difficulty in swallowing, particularly 
liquids. One of the characteristics of cardio- 
spasm is difficulty in swallowing fluid. The ma- 
jority of these patients will take a certain amount 
of semi-solid or solid fluid material, but when 
they attempt to drink water they have difficulty. 
This man with a spastic cardia and dilated esoph- 
agus could pass a moderate sized tube into the 
stomach and pass into that a pint and a half of 
water. This had been necessary three or four 
times a day for several months before I saw him. 
He refused to swallow the string, and I passed a 
Plummer dilator and dilated up to eighteen points, 
which gave him relief. He wrote me three months 
later that he had gained thirty pounds in weight. 

I frequently see cases of spasms of the cardia. 
Only last week I saw a marked case, and bella- 
donna, benzyl benzoate, valerian and bromids 
gave a great deal of relief. It occurs usually in 
neurotic patients. 

Dr. Sidney K. Simon, New Orleans, La.—It is 
unfortunate in a way to attempt to differentiate 
so-called spasm of the cardia from cardiospasm. 
Is it not true that both conditions are caused by 
the same etiologic factor or factors? Spasm of 
the cardia, as I understood the essayists, repre- 
sents a mild degree of obstruction in the lower 
end of the esophagus temporary in character and 
based upon a purely neurological factor, whereas 
cardiospasm is to be looked upon as some definite 
organic state. I am of the opinion that both 
conditions are in reality degrees of the same 
thing, and I believe we will arrive at a more cor- 
rect interpretation of the factors underlying the 
condition if we do not try to separate too finely 
the etiologic causes. 

The point Dr. Verbrycke brought out in regard 
to the distinction between pseudo-angina and true 
angina is a highly practical one. It is sometimes 


_very difficult to decide whether an angina is real 


or false. The pain of pseudo-angina may be quite 
Severe and, just as in true angina, may travel 
from the chest down the left arm. 

I believe that the pain of pseudo-angina is often 
closely associated with a cardiospasm. Likewise, 
the association of true angina with cardiospasm 
and dilatation of the lower end of the esophagus 
was brought out clearly by Dr. Verbrycke. In 
cases where we find true angina in conjunction 


with a cardiospasm we should be on the lookout 


for the missing link, which is frequently an in- 
fected gall tract or gall-stones. Focal infections 
in the gall tract are very prone to cause pathol- 
ogy in the heart muscle and also in the coronary 
vessels. Similarly, disease of the gall tract may 
produce a reflex cardiospasm, so that both forms 
of angina are commonly associated with lesions in 
the gall tract. 

Dr. A. L. Levin, New Orleans, La.—I wish to 
call attention to a paper published recently, whose 
author I cannot recall. The author demonstrated 
in a number of cases that there exist adhesions of 
the lower end of the esophagus as it passes the 
liver groove. Relief is obtained by passing a 
large stomach tube in early cases where there is 
only spasm, thus breaking loose the adhesions 
which are formed loosely between the groove in 
the liver and esophagus. We have observed in a 
number of cases of spasm of the cardia that the 
passage of a large stomach tube relieves more 
quickly than a group of anti-spasmodics, such as 
belladonna, valerian and other drugs, and we can 
also say that where we use drugs alone they af- 
ford only temporary relief. The patients come 
back to us several weeks or several months later 
with the same trouble. 

Dr. Alfred L. Gray, Richmond, Va.—I am in- 
clined to think that there is no age limit for true 
cardiospasm. Dr. Lucas said he had not seen a 
case past fifty years of age. I recall at least 
three at this moment that were sixty or more 
years of age, and the youngest case I have had 
was a patient fourteen years of age. These have 
all been true spasms of the cardia and were 
treated by dilatation. 

I want to put in just here a plea for fluoroscopic 
control of the introduction of the dilator. I had 
this impressed upon me very forcibly in Rich- 
mond. We make it a routine to observe the pas- 
sage of the dilator. In the case of which I speak 
the esophagus was irregularly shaped, with very 
extensive dilatation to the right. The dilator was 
introduced and pushed the right side of the eso- 
phagus downward. If we had not had fluoroscopic 
control, and greater force had been used, the di- 
lator would have gone through. 

How many cases of esophageal diverticulum 
have Dr. Friedenwald and Dr.- Verbrycke seen 
with the esophageal diverticulum at the extreme 
lower end of the esophagus? I have a case which 
apparently is one of diverticulum of the lower 
end of the esophagus. Within the past two 
years it has increased to double its size. I wish 
to know how best to treat it. 

Dr. Verbrycke (closing).—I have only two dif- 
ferences with Dr. Friedenwald, the first of which 
is more or less academic and not practical, namely, 
the distinction between spasm of the cardia and 
cardiospasm. I agree with Dr. Simon that I 
cannot differentiate between the two conditions, 
and I consider spasm of the cardia as the first 
stage of cardiospasm. I have more or less proof 
to bear that out, in that I have seen cases prog- 
ress from the first stage through two or three 
stages to the dilatation. 

On the other hand, as far as treatment is con- 
cerned, it does not make much difference whether 
it is a first stage or a third stage case. I make it 
a practice to treat cases more according to symp- 
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toms than anything else. The first stage of car- 
diospasm may give more symptoms than some o: 
the third stage cases. I have in mind one third 
stage case which had a capacity in the sac of a 
quart and a half, in which the patient had no 
symptoms whatever during the day. At night 
fluid would run up into the esophagus and into 
her mouth and wake her up. There was no sen- 
sation of food sticking at the cardia. 

Spasm of the cardia and cardiospasm cannot be 
differentiated on the basis of etiology. For in- 
stance, I have seen cases which originated as neu- 
roses from nerve shock. I recall the case of a 
man who was suddenly taken with cardiospasm in 
France on hearing bad news from home. He had 
the first stage of cardiospasm, which rapidly pro- 
gressed from that time until he came to this 
country and was found to have a large dilatation. 
I recall another patient, eighty years of age, who 
had had cardiospasm intermittently for forty 
years. He could not get a drop of water into his 
stomach during an attack. He had a strong mus- 
culature of the esophagus, so that he was able to 
withstand the pressure from within and push the 
food through one way or the other way without 
dilatation. 

I have had two cases of carcinoma engrafted 
upon a previous cardiospasm of long duration, and 
obtained autopsies in both. 

There is a great deal said about the persistence 
of dilatatien of the esophagus after clinical cure. 
Most of these cases do show a dilated esophagus 
in spite of the fact that the patient may be free 
from symptoms. I have three patients, however, 
who have shown complete disappearance of the 
dilatation, and two others in whom subsequent ex- 
amination showed a diminution in size of the 
esophagus by two-thirds. 

I differ with Dr. Friedenwald in regard to 
treatment. My position is half way between that 
of Dr. Friedenwald and the Mayo Clinic. The 
latter are much more radical than I would dare to 
be in the treatment of these cases. They depend 
upon one sudden divulsion of the esophagus, and 
I was amazed to see this done under thirty pounds 
pressure with a water dilator. They have had no 
deaths. They have had a number of cases of post- 
operative cramps, and these cramps are rare in 
our experience. When I dilate I am controlled by 
the pain sense, which they seem to disregard at 
the Mayo Clinic. I am afraid to raise the pressure 
in dilatation of the cardia beyond the point of 
pain. 

Dr. Friedenwald (closing).—While cardiospasm 
is the result of spasm at the cardia, it is im- 
portant to distinguish between the two conditions. 
Spasm at the cardia is a minor acute affection re- 
lieved by simple measures, while cardiospasm is 
a serious chronic, organic disease, only relieved 
by forcible dilatation. Gradual dilatation is pre- 
ferred by us, as we believe it to be free of all dan- 
ger. Our results from this character of treat- 
ment have been extremely satisfactory. We have 
had under our care a case of rupture of the esoph- 
agus in a carcinomatous patient, produced in an 


esophagoscopic examination preceding a radium 


treatment. 

I have seen only one case in which a diverticu- 
lum existed at the lower end of the esophagus, 
but I have seen several in the upper part. 


SEPTIC MENINGITIS IN 5 YEAR OLD 
CHILD*+ 


By W. A. MULHERIN, A.M., M.D., 
and 
V. P. SYDENSTRICKER, A.M., M.D., 
Augusta, Ga. 


T. A. G., 5 years of age, white, male of average 
size and weight. 

Family History.—Negative. 

Past History.—Negative, except several attacks 
of acute tonsillitis during the previous two years. 
He had otitis media two years ago, and again 
nine months ago, both attacks having been asso- 
ciated with tonsillitis. 

Present Illness—On August 20, 1922, this 
patient was suddenly taken ill with headache, 
vomiting and high fever. Hyperesthesia and 
stiffness in neck-muscles followed next day. 

Examination.—He entered the Children’s Hos- 
pital August 25 (six days after the onset) with 
mind clear, temperature, 102°; pulse, 128; 
and respiration 30. Physical examination re- 
vealed no rigidity except in the _neck-muscles. 
There was a slight hyperesthesia. Kernig’s, Bab- 
inski, Brudzinski and contra-lateral signs were 
absent. Pupils reacted normally to light and 
accommodation. Membranae tympanorum were 
normal (confirmed by an ear specialist) ; mouth, 
filthy; sordes on teeth; tongue heavily coated; 
and disagreeable odor from mouth.  Pharynx 
showed catarrhal inflammation. Tonsils were 
soft, red and excavated. Knee-jerks were slightly 
exaggerated. Heart, lungs, liver, and spleen 
were negative. 

Vomiting ceased and did not recur. Headache 
troublesome. 

Laboratory Findings.—August 25, 1922 (the 
night of entrance), the urine was negative; leuco- 
cyte count, 32,500; hemoglobin, 70%; spinal fluid 
was obtained under decided pressure; the cell 
count was 600 per c. mm., with 90% poly- 
morphonuclears; and globulin strongly positive. 
Direct smear examination showed a very minute 
gram-positive coccus, occurring in pairs, also in 
chains of from 3 to 5 pairs. The cocci tended 
to be oval, or lanceolate, much like the pneumo- 
coccus, but not more than one-third as large. No 
capsule could be demonstrated. It was not intra- 
cellular. Throat culture was negative for Klebs- 
Loeffler bacillus. Blood culture was negative. 


August 26.—Practically the same findings were 
obtained as on the day preceding; leucocyte 
count was 30,000, chiefly polymorphonuclears. 
Subsequent laboratory findings showed a gradual 
decrease in the leucocyte count, and a diminution 
of cells in the spinal fluid, with a decrease in 
the globulin reaction. 


*From Department of Medicine, University of 
Georgia. 

+Read in the Section on Pediatrics, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 


ie; 
| 
° 
“its 


LD 


1g, 


Vol. XVI No.5 MULHERIN AND SYDENSTRICKER: SEPTIC MENINGITIS 349 


September 20.—Leucocyte count was 14,000 
and blood culture negative. Spinal fluid showed 
globulin a slight trace, and a cell count of 16 per 
c. mm., spinal fluid was swarming with the same 
organism as was cultured from the first tap. 
Blood of the patient agglutinated the organisms 
grown from the spinal fluid. 

CHARACTERISTICS OF ORGANISM RECOVERED FROM 
CEREBROSPINAL FLUID 

(1) The organism was recovered on five occa- 
sions, at intervals of two to five days. 

(2) It was a very minute gram-positive coccus, 
occurring in pairs, often in chains of three to 
five pairs each. 

(3) In shape it tended to be oval or lanceolate, 
much like the pneumococcus, but not more than 
one-third as large. No capsule could be demon- 
strated. 

(4) It was never seen intracellular in the 
cerebrospinal fluid. 

(5) Cultures were made in various media. 
Growth was secured on blood agar, serum agar, 
and in meat infusion broth enriched with serum. 
No growth occurred on plain agar. 

(6) The colonies were exceedingly minute, 
“dust-like”, closely resembling the colonies of B. 
influenzae. After 48 hours on blood agar, a 
greenish-brown discoloration occurred. 

(7) The organism seemed non-toxic, or non- 
pathogenic for rabbits. One rabbit received four 
injections, 1 c. c., 8c. ¢c., 5 ¢. and 5 ¢. of 
thick suspension of twenty-four hour cultures of 
the organism without developing any symptoms. 
The injections were made intravenously at four- 
day intervals. This rabbit developed no demon- 
strable agglutinins for the organism. 

(8) Another rabbit received three intraspinal 
injections of the same suspensions of the organ- 
ism used in the above experiment. The quantities 
used were 0.1 c. c., 0.5 c. ¢c., and 1¢.c. The injec- 
tions were made at four-day intervals, and cere- 
brospinal fluid was withdrawn on each occasion 
before the injection was made. No symptoms 
developed aside from slight convulsions imme- 
diately following the last injection, when the 
quantity of suspension was much larger than the 
amount of cerebrospinal fluid withdrawn. These 
cleared up in half an hour, and the rabbit is still 
living and healthy in all respects. 

(9) The serum of the patient agglutinated the 
organism in dilution of 1/40. Pneumococci were 
not agglutinated by the patient’s serum. 

CONCLUSIONS 

The organism in question seems to fall into the 
group we call streptococcus viridans. It differs 
from the ordinary organisms of this group in 
being much smaller in size, much more difficult 


‘to cultivate, and seemingly entirely non-patho- 


genic for rabbits, even when injected directly into 
the spinal canal in massive doses. 

A culture was sent to Helmholz and Rosenow, 
at Mayo Clinic, they having recently reported 
three brilliant cures of encephalitis lethargica, 
with a horse serum given hypodermically and 
Antravenously. The serum used by them was 
produced by injecting a horse several times with 
a streptococcic organism obtained from a case of 


encephalitis lethargica. The description of their 
organism resembles in many ways the organism 
found in this case. The culture sent to them was 
made on blood agar, but was not a deep-stab cul- 
ture, and was found to be sterile when it arrived. 
Our organism was not subcultured frequently 
enough, and therefore died. In consequence, a 
deep-stab culture could not be sent. Owing to 
loss of our strain we were unable to test out 
agglutination, although the Mayo Clinic was kind 
enough to send us the serum. 


SUBSEQUENT HISTORY 

The clinical picture of meningitis gradually, 
but steadily improved. Rigidity of the neck-mus- 
cles entirely disappeared. Nourishment was well 
taken, general rigidity and hyperesthesia, in a 
large measure, disappeared. Stupor was deep 
and continuous. Temperature ranged between 
101 and 105°. This condition prevailed until 
September 13 (twenty-third day of illness), when 
the temperature steadily rose to 113° F. 

The Children’s Hospital clinical record for 
September 13 and 14, taken by competent nurses, 
reads: “September 138, 5 p. m.: temperature, 
105 4/5°; pulse, 126; respiration, 30. 7:30 p. m.: 
temperature, 107 3/5°; pulse, 144; respiration, 
44; pulse-volume good. 10 p. m.: temperature, 
110 2/5°; pulse, 190; respiration, 62. 10:40 p. 
m.: temperature, 110 4/5°; ice cap to head, and 
cool rectal irrigation given, hot mustard pack, 
followed by cool sponging. 11:30 p. m.: temper- 
ature, 110 4/5°; respiration, 60. 12 midnight: 
temperature, 112 2/5°; respiration, 58. Hot 
pack repeated, followed by cool water sponge; 
ice cap to head; and heat to feet. September 14, 
12:30 p. m.: temperature, 113° F.; hot pack re- 
peated 20 minutes, cold water sponging, cool 
water rectal irrigation. 1:30 a. m.: temper- 
ature, 111 1/5°. 2:50 a. m.: temperature, 110 
2/5°. 5:15 a. m.: temperature, 110°; pulse, 
180; respiration, 82. 6:30 a. m.: temperature, 
109 4/5°; pulse, 190; respiration, 40. Patient 
perspiring, surface of body cool. Cool rectal irri- 
gation given. 9 a. m.: temperature, 96 4/5°; 
pulse, 103; respiration, 50. 1 p. m.: temperature, 
99 2/5°; pulse, 144. 4:50 p. m.: temperature, 
103°; pulse, 128; respiration, 40; pulse-volume 
good; has taken food and water as usual, but 
patient decidedly shows effect of his high fever.” 

One of us saw the patient at 11:30 p. m., when 
the temperature was 110 4/5°, and questioned the 
accuracy of the thermometer. Upon investiga- 
tion, however, the thermometer was found to be 
perfect in every way. 

Examination at that time revealed broncho- 
pneumonia in both lower posterior areas of lungs. 
The cause of the phenomenally high fever may 
possibly be explained by the onset of broncho- 
pneumonia, with possibility of localized enceph- 
alitis in region of red necleus. Inflammation in 
that area, due to wounds of head and in paresis, 
has been known to cause excessively high tem- 
peratures. 

From advent to hospital, under daily spinal 
tap for ten days, then a tap approximately every 
second day for ten days, later followed by a tap 
every third or fourth day, as pressure would 
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indicate, the rigidity of the neck disappeared and 
the cerebral symptoms decidedly improved. Bron- 
cho-pneumonia, however, steadily progressed, and 
claimed the child on the forty-first day of his 
illness (September 29). 

It is our belief that this patient would 
probably have recovered from meningitis 
had not pneumonia complicated it. Our 
reasons for thinking so are: 

(1) The clinical picture was steadily 
improving before pneumonia developed; 
and also the spinal fluid had shown very 
decided improvement. 

(2) The patient’s blood agglutinated 
the offending organism, thereby showing 
a certain amount of acquired immunity. 

(3) Nourishment and water were well 
taken up to the onset of bronchopneu- 
monia. 

It is our hope, in reporting this case, 
that it will serve to stimulate the applica- 
tion of more painstaking and scientific 
work in septic meningitis cases. When 
such attention will have been given, we 
believe additional knowledge will be forth- 
coming which will permit us to save the 
lives of a few more of these patients. 

SUMMARY 

(1) This was a case of septic meningitis 
due to organism resembling streptococcus 
viridans, but differing very much in 
growth, morphology and toxic properties. 

(2) The primary focus of infection 
probably was the tonsils. The route of 
infection probably was through the lym- 
phatics, and not hematogenous. 

(3) There was excessively high fever 
(113° F.) when bronchopneumonia be- 
came superimposed. Localized encepha- 
litis in area of red neucleus probably con- 
tributed to the height of the fever. 

(4) The patient’s blood agglutinated 
the offending organism in dilution of one 
to forty, showing acquired immunity. 

(5) More general scientific work and 
study should be given septic meningitis 
cases. If such is done, more definite spe- 
cific knowledge will be obtained, which 
will help in lowering its excessively high 
mortality. 


DISCUSSION 


Dr. W. McKim Marriott, St. Louis, Mo.— 
During the last few years a number of organisms 
have been described which have caused a menin- 
gitis. Various cocci and certain members of the 


colon group have been demonstrated as causes 
of meningitis. The type of work that Drs. Mul- 
herin and Sydenstricker have done is very impor- 
tant from the practical standpoint. In any case 
of meningitis the organism should be identified, 
as otherwise proper treatment cannot be carried 
out. The giving of anti-meningococcus serum 
to the patient described would, of course, be of no 
value. This work does suggest, however, a pro- 
cedure that might be of distinct value in similar 
cases. It was shown that the organism in the 
spinal fluid was agglutinated by the patient’s 
own serum. Antibodies had, therefore, been de- 
veloped in the blood. Such antibodies were not 
necessarily present in sufficient amount in the 
spinal fluid. The injection of the patient’s own 
serum intraspinously should be resorted to in 
such cases as this. 


Meningitis due to the streptococcus and staphy- 
lococcus is not always fatal. We recently had a 
child in the hospital with symptoms similar to 
the one just described, the spinal fluid giving a 
pure culture of staphylococcus on numerous occa- 
sions. The child ran a febrile course for several 
weeks and then completely recovered. 


Dr. A. A. Walker, Birmingham, Ala.—Hearing 
Dr. Mulherin’s report of septic meningitis re- 
minds me of two cases we had in the Hillman 
Hospital last year. Two negro children, 4 or 5 
years old, came in with typical symptoms of 
meningitis, convulsions, stiff neck and coma. 
Lumbar puncture was done and quite extensive 
work was done on the spinal fluid by Dr. Graham, 
the pathologist of the Hospital. He came to the 
conclusion that the organisms present belonged 
to the influenza group, although they were not 
typical. There was a postmortem done on both 
of these children, and both had otitis media, but 
had shown absolutely no symptoms during life. 
They died so quickly that the otologist had never 
looked at the ears. 


In the last few years, by far the majority of 
the cases of prevalent meningitis which I have 
seen have been due to organisms other than the 
diplococcus intracellularis, and the meningeal in- 
fection has been secondary to disease elsewhere 
in the body. 


Dr. Mulherin (closing).—I would like to say 
that the ears were not suspicious of any involve- 
ment. We had an ear specialist examine them 
and to keep them under observation. The cases 
reported by Dr. Walker are interesting and very 
instructive. Like Dr. Marriott, I am of the firm 
belief that valuable information is to be gained 
and lives saved by the routine culturing of spinal 
fluid in cases of meningitis. Dr. Marriott’s ad- 
vice about giving intraspinously the blood serum 
of the patient, whose blood agglutinates the of- 
fending organism found in spinal flu‘d, I believe 
to be both a logical and valuable suggestion. It 
is by just such procedures, I feel quite con- 
vinced, we will be able to gradually reduce the 
excessively high mortality found in septic men- 
ingitis cases. 


+ 
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TONSILS IN CHILDHOOD* 


By LAWRENCE T. ROYSTER, M.D., 
Norfolk, Va. 


Few subjects have been so extensively 
considered during recent years, both by 
the essayist and the surgeon, as tonsils; 
so much so that it requires a certain de- 
gree of assurance to attempt to add any- 
thing to an already voluminous literature. 
As usual, when the attention of the pro- 
fession, as well as the public, is drawn 
to a part of the body as a _ possible 
source of disease, that particular part be- 
comes intensely popular, and is made the 
scapegoat for one more guess in diagnosis, 
thereby often delaying confession of ig- 
norance. Yet with the discovery of focal 
infections, the tonsil has come in for its 
just share of blame and reproach. 


Viewed from whatever angle we may 
choose, the tonsils must be regarded as 
of very great importance in the diagnosis, 
prevention and cure of a number of dis- 
eased conditions. This is true at all ages, 
but in childhood it is deserving of special 
consideration at the hands of the pedia- 
trician. 

Healthy tonsils vary widely in size. 
They may be quite small or so large as 
nearly to meet in the mid-line of the phar- 
ynx, though the latter may be questioned 
as a healthy tonsil, and normally hyper- 
trophies at the time of eruption of the 
molar teeth. It is discreet and stands out 
from the pillars, which are never adher- 
ent. The surface is smooth, showing the 
patent mouths of the crypts into which a 
probe may easily be inserted. Pus cannot 
be expressed from the crypts, though a 
thin mucus may be at times. It is dis- 
tinctly bi-lobed, being divided horizontally 
near the center, though often somewhat 
below the center, by a transverse sulcus, 
through which a probe may be readily 
passed. The color is the well known pink 


of the mucous membrane of the healthy 


mouth. 

The diseased tonsil may, like the healthy 
one, be of any size. But in other respects 
it presents a sharp contrast. It may be 


< *Read in Section on Pediatrics, Southern Med- 
ical Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 
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large and “mushy,” with a “moth-eaten” 
appearance, or may be small and fibrous, 
or again it may be buried so deep between 
adherent pillars as to be hardly visible. 
The surface is usually of a glazed appear- 
ance and the crypts, though often invisi- 
ble, on pressure may exude cheesy masses 
or fluid pus, which breaks through the 
glazed surface as through a membrane. 
The sulcus is frequently obliterated by ad- 
hesions and the whole surface is apt to 
be of the angry red color of a subsiding 
acute inflammation. Adherent pillars are 
a sign of previous inflammation except in 
very young infants. 


The enlarged tonsil probably is more 
apt to become infected than the small one, 
but there is a distinct difference between 
an enlarged and an infected one. The 
list of pathologic conditions for which the 
tonsil is usually supposed to be responsi- 
ble has increased materially since the the- 
ory of focal infections has been promul- 
gated. 


Rheumatism.—Under this head may be 
classed acute, articular rheumatism, or 
rheumatic fever, which is common in 
some localities but exceedingly rare in 
Norfolk, joint pains and growing pains. 
As yet, no definite organism has been iso- 
lated in this class of cases. The fre- 
quency with which infected or “chron- 
ically inflamed” tonsils are found asso- 
ciated with these conditions has led to the 
belief, held by many clinicians, that there 
is a definite causal relation. Kaiser! found 
that in a series of children operated upon 
in Rochester, 4 per cent suffered from 
joint or growing pains before operation, 
and that only 0.7 per cent were so afflicted 
one year after operation. 


Chorea is usually considered a mani- 
festation of rheumatism, and yet in my 
personal experience it is rarely accom- 
panied by any symptoms which can be 
classed as rheumatic. However, almost 
invariably I have found inflamed and in- 
fected tonsils. 


Endocarditis.—This condition is like- 
wise supposed to be usually of rheumatic 
origin. It is rare that I see symptoms of 
rheumatism precede its onset, but almost 
invariably there is a history of previous 
attacks of tonsillitis, and it is not at all 
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uncommon for it to develop during the 
course of acute attacks of the tonsils. 


Pyelitis (or rather pyuria) may accom- 
pany or follow an infection of any part of 
the body, but is a noticeably common com- 
plication of infections of the nasopharynx. 
As a rule the pus clears up from the urine 
in such instances with the subsidence of 
the original infection. Quite frequently, 
however, prolonged pyuria which has re- 
sisted treatment of all kinds has cleared 
up promptly after the removal of chron- 
ically infected tonsils. This has occurred 
in several cases of pyuria in older boys 
under my care. 

Fever of undetermined origin is com- 
mon in the experience of all who deal with 
children. Such fever is usually not high, 
but is apt to be long drawn out. Not in- 
frequently we find tonsils which are not 
acutely inflamed, but, besides a slight in- 
flammatory redness, they present the usual 
characteristics of former inflammation. 
The removal of such tonsils is often fol- 
ia by a prompt disappearance of the 

ever. 


Recurrent Infections of the Naso-Pha- 


rynx are often stopped by the removal of 
tonsils and adenoids, though no promise 
should be made in these cases, since many 
of them are due to sinus involvement and 
are relieved only through treatment of 
e s rus or ot*er parts of the nasal cav- 
ity. 


Otitis, Eustachian Catarrh and Deaf- 
ness.—Not only are these conditions 
caused by infected tonsils and adenoids, 
but when they do occur they are often per- 
petuated by the fact that the cause is not 
removed. As a rule in the case of ear 
complication, the adenoids are infected, 
exuding purulent secretion, but of course 
the adenoid tissue impinges upon the open- 
ing of the eustachian tube and thus ob- 
structs drainage. 


General Sepsis—There is a_ limited 
number of instances of general sepsis of 
a usually low type, though it is occasion- 
ally fulminant, in which the source of the 
infection is apparently the tonsil. I have 


seen removal of the tonsils in these cases . 


followed by prompt recovery. 


Maluutrition.—The role of chronic ton- 
sillitis in the causation of malnutrition is 


a mooted one. There are some observers 
who contend that infected tonsils alone 
may cause malnutrition, through causing 
the gradual and constant absorption of 
toxic products. Others, on the other hand, 
contend that they act only as one element 
in a group of factors. Such a po‘nt is 
rather difficult to clear up, since we sel- 
dom remove tonsils alone for this condi- 
tion without instituting other measures 
for its relief, such as regulating the hours, 
diet, etc. And yet one frequently sees 
cases in which everything has been done 
with no apparent result, only to have the 
child improve promptly when the tonsils 
are removed. We also see cases of in- 
fected tonsils in which there is no evi- 
dence of malnutrition. These po‘nts are 
well brought out by Kaiser in his Roches- 
ter series.” 


Mouth Breathing.—tThis cond 'tion is 
generaily caused by hypertrophied ton- 
sils, or more frequently adenoids, and the 
condition is usually relieved by their re- 
moval. We must make no promise of cure, 
however, since the habit once formed is 
often difficult to break. Too high a pala- 
tine arch, whether the result or the cause, 
may be present, and it is evident that the 
removal of adenoids and tonsils will not 
correct this. 


Cervical Adenitis—This is one of the 
most important aspects of the whole sub- 
ject, and merits a more careful and 
lengthy consideration than the ]'mitations 


-of this paper will permit. That a definite 


relation exists between the condition of 
the tonsils and the infection of the cervical 
glands cannot be doubted. This applies 
alike to tuberculous adenit’s and that due 
to other organisms. Just what the exact 
relation is, is not yet settled]. Kaiser found 
43 per cent of cervical gland involvement 
before tonsillectomy and 42 per cent in- 
volvement one year after operation.’ He 
also found 22 per cent of children with 
enlarged glands after orezat‘on, in whom 
such conditions did not exist before op- 
eration. 


The relation between tuberculous and 
non-tuberculous lymphadenitis has not 
been decided, but the weight of opinion 
apparently places the incidence of tuber- 
culous at 60 per cent of all neck glands. 
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cussed question. The point of entry is 
probably the tonsil, and whether the or- 
ganism is inhaled, ingested or coughed up 
from a previous lung infection and im- 
planted on the tonsil is immaterial. If 
we accept the idea of Ghon that practi- 
cally all tuberculous infection is primarily 
pulmonary, the last theory is most ten- 
able. In any event, the tonsil furnishes 
a fertile culture medium for the bacilli 
when lodged on them from whatever 
source. 


Indications for Operation.—Only a few 
definite indications can be determined, 
since so much depends upon the general 
condition of the child, the previous his- 
tory, complications and experience and 
judgment of the diagnostician. A few in- 
dications, however, may be cited: 


A history of repeated attacks of tonsil- 
litis (I feel that no child should be al- 
lowed to have a second attack of frank 
tonsillitis) ; continued pyuria in which 
calculus has been ruled out, and which 
pelvic lavage fails to cure; repeated co- 
ryza; endocarditis; malnutrition, where 
evidence of other causes is lacking; and 
cervical adenitis. Certain types of sub- 
acute and chronic bronchitis clear up only 
after tonsillectomy, and it is rare that a 
diphtheria carrier can be cured in any 
other way. 


There are few, if any, contraindications. 
Ageof the person is not a contraindication. 
An infected tonsil should be removed re- 
gardless of age, since there has never been 
the slightest evidence advanced that the 
tonsil has a definite function. Cardiac le- 
sions are not necessarily contraindica- 
tions. Tonsillectomy has been performed 
during the course of acute tonsillitis even 
in the presence of a complicating endo- 
carditis, not only without apparent harm, 
but even with evident improvement. The 
same has been recently done in acute scar- 
let. fever.® 


When infected glands of the neck have 
become abscessed, it is usually preferable 
to operate upon them first and remove the 
tonsils later. It must be remembered that 
occasionally in the presence of greatly en- 
larged glands of the neck an abscess fol- 
lows so closely upon tonsillectomy that it 


The source of infection is a much dis- 
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appears to have been precipitated by the 
operation. 


Tonsil clinics have become quite popu- 
lar during the past few years; conducted 
in some instances by state or local boards 
of health or by private agencies. They 
are no doubt productive of much good, 
but a note of warning must be sounded 
in regard to them. As a rule, the cases 
are “rounded up” in the course of a gen- 
eral inspection by nurses, and rarely have 
a systematic physical examination prior 
to operation. 


Operation for Removal.—When an op- 
eration for the removal of tonsils is con- 
sidered, a complete physical examination 
should be made, records kept, and these 
records compared with those of subse- 
quent examinations to be made at varying 
periods after removal. Such examination 
should of course include the nares and 
adjoining sinuses. 


Where enlarged cervical glands are 
present at the time of operation the ton- 
sils should be examined for evidence of 
tuberculosis, as also should the glands if 
they are removed at a future time. 


The operation, of course, in childhood 
should be performed only under general 
anesthetic and preferably in a_ hospital. 
Complete enucleation alone should be con- 
sidered, and I think the dissecting opera- 
tion the superior one, since we are sure 
of getting at the base of the tonsil. The 
Sluder operation is quicker and often 
cleaner, but is very apt to leave a good 
size piece of tonsil at the base of the 
tongue. Care must be taken to remove 
this with a snare before the patient leaves 
the table. All small tabs should be re- 
moved also, since they frequently cause 
future trouble. Undoubtedly many tonsils 
are removed where definite indications do 
not exist; however, since no harm is apt 
to come of their removal, and much trou- 
ble may be prevented by their removal, 
this does not constitute any great misdi- 
rection of treatment. I am emphatically 
no friend of the tonsil, and think that gen- 
erally speaking every child would be better 
off without them than with them. When 
one sees the frequency with which trouble 
of various kinds ensues upon a tonsil in- 
fection, I am sure many of us wish every 
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tonsil could be removed before it becomes 
infected. 

Treatment by means of fulguration, 
x-ray and radium has been advocated, but 
apparently has no advantage over the sur- 
gical procedure except in rare instances 
where it might be dangerous for the pa- 
tient to have a general anesthetic, or in 
cases of hemophilia where operation 
would be dangerous. Holt states that a 
child should be kept in bed five days fol- 
lowing an operation for tonsils, since the 
loss of weight is thus prevented. This is 
often advantageous. 
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DISCUSSION 


Dr. N. C. Womack, Jackson, Miss.—We are 
liable to neglect the importance of the tonsil in 
the question of health because it is of such com- 
mon occurrence for the tonsil to be at fault. We 
become so used to its sinning that we are liable 
ourselves to adopt the fiction that “there is too 
much talk about the tonsils.” If the tonsil is 
at fault, it is at fault and nothing short of re- 
moving it will suffice. 

Regarding the occurrence of pyelitis, it oc- 
curred to me several years ago that cases of 
chronic pyelitis that would not yield to ordinary 
means of treatment were cured, many times, espe- 
cially when the tonsils were bad, by the removal 
of those tonsils. I am glad to hear Dr. Royster 
say this, as it is in line with my own experience, 
and I am sure it is true. 

The question of tonsil infection in those cases 
of children where you have malnutrition or rick- 
ets, that do not yield to ordinary dietary methods, 
having eliminated every source of focal infec- 
tion other than the tonsils, one should carefully 
examine for evidence of diseased tonsils. Those 
tonsils may, on examination, look normal, the 
anterior and posterior pillars may be drawn up 
over the tonsil to the extent that one may feel it 
is a good tonsil. The throat man will tell you it is 
a good tonsil on casual examination, but I say 
that, having eliminated every other source of 
infection, regulated the diet, and employed every 
means you know of without beneficial result, re- 
moval of the tonsil will prove beneficial. 

When should one operate? Five years ago we 
did not want to operate upon a baby. We do 
not want to do it now and yet we do. I am as- 
sociated very closely with a nose and throat 
man. Five years ago we set the limit at five 
years. Then we dropped to three, and now we 
will operate at any time if the baby has a focal 
infection. We see cases of babies of one month 
old, or under six months, with colds and con- 


gested throats; the throat is so red and swollen 
that one can hardly get in a tongue depressor, 
These children should have the tonsils out. | 
believe these are the pre-cardiac cases. When 
we see a child of ten or twelve months with a 
definite heart murmur, we know from our ex- 
perience that it very likely comes from the 
tonsil. I hope Dr. Royster will give me his 
opinion regarding this. 


He dwelt upon the question of general propa- 
ganda or general education work in child welfare 
and the work done by the boards of health. We 
believe, in the abstract, that anything that makes 
for good health is a good thing. 


Dr. H. Leslie Moore, Dallas, Tex.—I have 
some very definite ideas regarding tonsils, and 
I think we should no more do universal tonsil- 
lectomy than we should make appendectomy uni- 
versal. There is no more reason why a child’s 
tonsils should be removed because the youngster 
is not thriving than there is for an adult to have 
the appendix removed because he is in ill health. 
Definite symptoms in practically every case 
should guide us aright in determining whether 
or not tonsils should be removed. I think any 
child that is not thriving, suffering from anemia 
or malnutrition, and where every other source of 
infection has been eliminated and yet it still does 
not improve, should have the tonsils removed. I 
see a great many cases of children who were 
doing poorly, had their tonsils removed and have 
continued to do poorly. The trouble was not in 
their tonsils. We are too prone to jump at con- 
clusions that the tonsil is always the seat of the 
trouble. There is hardly a chronic case that 
comes to my hands that has not been advised to 
have, or has had, an operation for tonsils and 
circumcision. Now, tonsils that are producing 
heart murmurs, rheumatism or anemia should be 
removed by all means. We see many cases where 
failure of improvement has occurred after the 
tonsils have been removed. I am a little bit slow 
in advising this operation. We do see cases of 
chronic pyelitis that are cleared up following 
tonsillectomy, yet we have seen many cases In 
which it has not influenced the pyelitis. 


Dr. Jerome Meyer, Birmingham, Ala—As to 
age, there is no question that a child of eight or 
nine months who has repeated attacks of tonsil- 
litis with complications. such as otitis media and 
adenitis, and is losing in weight, the throat spe- 
cialist being willing (and I always invite consul- 
tation) should have the tonsils removed. 


The question that Dr. Royster brought up 
about a thorough physical examination. before 
operation is important. We find that many cases 
will come in an hour before operation without 
having had the urine examined or a physical ex- 
amination made. In our clinic we insist that the 
child be admitted to the hospital a day or two 
before the operation. The temperature 1s_ re 
corded every four hours, a complete physical, 
urine, blood and stool examination is made. | 
there is any elevation of temperature or any I- 
dication that makes it advisable for the child to 
remain in the hospital a few days or weeks, we 
postpone operation. 
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Just before leaving Birmingham I asked Miss 
Clements, who is associated with the Anti-Tuber- 
culosis Association and is doing some nutritional 
work, to let me have the statistics that were 
available. These were cases _ of children who 
were seen in the North Birmingham schools in 
the different districts. In one school the number 
under weight was 73.9 per cent. This was re- 
duced, after adenoids and tonsils were removed 
and general nutritional work instituted, to 34.7 

r cent. In another xchool the original per- 
centage of 43.7 for the entire class was reduced 
to 6.2 per cent after adenoids and tonsils were 


removed. 

Dr. John Zahorsky, St. Louis, Mo—For many 
years I think I have been at least one of the 
exponents of conservation in the removal of 
tonsils in the young child. We pediatrists (I am 
not saying anything about the nose and throat 
men) have to keep in mind always one function 
of young children, that is the unquestionable ac- 
quirement of resistance to respiratory infection. 
You find that the child gradually acquires in- 
creased resistance as it grows older. This comes 
on at seven or eight; some at six or five; and 
the majority go to eight years. Then they do 
not have respiratory infections so often for they 
get that immunity which most adults have. 
During the young growing period the child has 
to acquire this resistance and it does this most 
commonly by repeated attacks of the disease 
because these diseases do not produce permanent 
immunity. I believe the tonsil is a very import- 
ant organ in increasing this resistance. Why? 
Every respiratory infection has its origin not in 
the tonsil or in the lymphoid tissue of the upper 
respiratory tract, but in the mucous membrane. 
All lymphoid tissue is to absorb foreign products 
from the. organs. Every acute respiratory in- 
fection that causes acute infection of the tonsil 
is not so liable to go into the chest: structures. 
If you have a pneumococcus infection of the up- 
per respiratory tract, there is a simple reaction 
of the tonsil, and a temporary immunity to this 
pneumococcus is acquired in the upper respira- 
tory tract. We find in young children who have 
had the tonsils removed an increased incidence 
of pneumonia, bronchial infections, and enlarged 
bronchial glands. Often in the young child when 
you take out the tonsils Nature goes to work and 
forms other tonsils. We get a secondary rapid 
growth of an adenoid tissue in order to replace 
what you have taken out. The nose and throat 
specialist does not see the child after he takes 
out the tonsils. There is an increase in weight. 
If you have infected glands, you have an increase 
in weight after they are removed. That is one 
of the phenomena that comes from the removal 
of any infected focus. The tonsil becomes in- 
fected in every acute respiratory infection of 
the upper air passages if redness and inflamma- 
tio mean anything. Of course, an exudate only 
occurs if there is sufficient infection in the ton- 
sils so that it cannot dispose of the products. 
When the tonsil throws off this infection there 
is no indication for removal. If the tonsil is so 
constructed that it does not throw it out, you 
have to consider taking out the tonsil. We do 
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not take out an inflamed tonsil immediately any 
more than we take out an infected lymphatic 
gland in the neck. It is very rare that an endo- 
carditis comes from a chronically inflamed tonsil. 


Dr. W. W. Harper, Selma, Ala.—“If thy hand 
becomes diseased cut it off; if thy eye offend thee, 
pluck it out.” I do not see the necessity of tak- 
ing out all tonsils. I am in line with my friend, 
Dr. Zahorsky. We have a wave of hysteria in 
this Country. I think that tons and tons of per- 
fectly normal teeth have been pulled for all sorts 
of things. I sometimes wonder if the dentists 
are not “in cohoots” with the makers of forceps. 


I do not agree with my friend, Dr. Womack. 
I do not believe there is any more dangerous 
propaganda than taking out tonsils in very young 
children, unless they do it better than some of 
the operators I have seen do it. You take out 
the tonsils in a two-month-old baby and if you 
do not have a funeral you will have a long con- 
valescence. Blood wastage is one thing that ex- 
tremely young babies cannot stand. The ques- 
tion is, is the tonsil diseased? If it is diseased, 
take it out. I do not mean during an acute in- 
flammatory attack. What are the tonsils put 
there for? They have a function. The appen- 
dix has a function besides furnishing a living for 
a lot of doctors. The tonsils have a valuable 
physiologic function. If you are going to take 
out every tonsil that is affected, why not take 
off the nose every time your patient has a cold 
or the lungs every time you have a pneumonia 
or a bronchitis? As far as rheumatism is con- 
cerned, in London they have more rheumatism 
than anywhere in the world, and rheumatism is 
almost unknown under one year of age. If the 
tonsil is diseased take it out, but do not take it 
out during the first attack of tonsillitis. 


Dr. W. McKim Marriott, St. Louis, Mo.—I agree 
with practically everything Dr. Royster has said 
about tonsils. There should be no age limit for 
the removal of tonsils. If a baby has continued 
attacks of otitis media and has enlarged, in- 
flamed tonsils, they should be removed, no mat- 
ter what the age of the infant. The good re- 
sults in preventing further infections of the ears 
and rhinopharynx are striking. 


Children that suffer from repeated attacks of 
acute bronchitis, or upper respiratory infections, 
often have diseased tonsils and adenoids. I 
agree with Dr. Zahorsky that in many of these 
attacks of bronchitis the infection starts in the 
mucous membrane of the upper respiratory tract. 
For this reason the tonsils and adenoids should 
be removed, as it is here that the infection be- 
gins. A diseased tonsil is more likely to be a 
constant source of infection than the place where 
immune bodies will be produced. We certainly 
see many infants in whom the tendency to bron- 
chitis and other upper respiratory infections di- 
minishes when the tonsils and adenoids have 
been taken out. 


Some children who develop nephritis of the 
type ordinarily known as the acute parenchyma- 
tous variety have chronic infections in the nose 
and throat. Often it is necessary to remove 
the tonsils and also to clear up infection in the 
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accessory nasal sinuses in order to cure the ne- 
phritis. 

Just a word about the method of tonsillectomy. 
Dr. Royster has mentioned the fact that a gen- 
eral anesthetic is necessary. This I agree with, 
but that general anesthetic should not be ether. 
Gas is far preferable. The after effects of ether 
are bad. The operation must be performed 
quickly. Sluder’s technic meets every indication, 
and when properly carried out under gas anes- 
thesia the results are excellent, even in ex- 
tremely young infants. Within a few hours after 
the operation it is impossible to pick out from 
the ward the children who have been operated 
upon and those who have not. 


Dr. R. J. Estell, Lexington, Ky.—There is one 
thing which has not been brought out in the dis- 
cussion thus far, namely, the failure of removal 
of tonsils and adenoids to cure mouth-breathing. 
I have seen many such cases which show a nar- 
rowing of the dental arch continue the mouth- 
breathing until the orthodontist corrects this de- 
fect. 


Another thing is the possibility of status lym- 
phaticus. I believe in very young children, under 
two years of age, this should be very carefully 
ruled out before any tonsil operation is under- 
taken. 

Dr. Philip F. Barbour, Louisville, Ky—I think 
the question of tonsils is one in which the pedia- 
trician should take a very lively interest. Very 
many cases come to me that have already been 
operated upon for tonsils er adenoids by ear, nose 
and throat men who have never gone into the 
real history to see whether such an operation 
was necessary. I think we should educate our 
patients to the feeling that the pediatrician 
should pass judgment on the tonsil before it is 
removed. I have seen tonsils that stood out in 
the throat and were very large and the average 
throat man would say they should be out, and yet 
the tonsils were not diseased. I have seen tonsils 
so small that you could scarcely see them and 
yet they were the seat of very serious infection. 
I have relied upon two or three things in form- 
ing my own judgment as to whether the tonsils 
should come out. Are the cervical glands swollen 
or not, and is there infection in the tonsil? If 
you find a preceding infection in the cervical 
glands that drain the tonsillar tissue, there is an 
infection in the tonsil whether the tonsil is large 
or small and this seems to be a very good indica- 
tion for taking out the tonsil. If there is pye- 
litis, nephritis or malnutrition, and you can find 
no other source of infection, I think you are war- 
ranted in taking the tonsils out. I do not urge 
removal of tonsils in very young children unless 
the evidence of infection is so great that there 


is no question in my mind that that is producing 
a permanent effect upon the child. 


I do not think we can take out tonsils with 
perfect impunity in childhood. I have seen 
good many where the operation has left the 
throat in a perfectly miserable condition from 
the formation of scar tissue. I would want the 
child put under a very good anesthetic so that 
the man could go in and take his time and find 
the tonsil and see that it is totally removed. Let 
us not be carried away by the wave of enthusi- 
asm about taking out tonsils. I believe that 
every tonsil that is diseased is a menace to 
health, but when it is not diseased it should not 
be removed. 


Dr. Eugene Rosamond, Memphis, Tenn.—I be- 
lieve that the discussion should be, “What is a 
diseased tonsil and what is not a diseased tonsil?” 
Let us take a common sense view. As long as 
a tonsil does its work and is not diseased, it 
should be left in. When it is diseased, it should 
be taken out. Nature put these tonsils in the 
child’s throat to protect the upper respiratory 
tract from infection. Nature put this lymphoid 
tissue there through the growing period of the 
child as an added protection. We might com- 
pare the tonsils to charcoal filters placed between 
the roof and the cistern. So long as they purify, 
they are useful and should be left in place. When 
they pollute, they must be removed. 


Dr. Arthur G. Jacobs, Memphis, Tenn.—The 
subject of tonsils is such a wide one with all 
pediatricians that I feel we ought to discuss it 
freely. One point that steps into the foreground 
in regard to the operative treatment of tonsils 
is this: there is a tendency on the part of nose 
and throat men to wait until the child is four 
years old before removing the tonsils. I cannot 
see just why a child should be permitted to suf- 
fer from the ill-effects of diseased tonsils for 
four long years. During that extended period it 
may suffer irreparable injury. There is no rea- 
son why a two- or three-year-old child cannot 
take an anesthetic and have its tonsils removed 
before it is too late to remove them. Many nose 
and throat men say, “we will wait until they are 
four years old.” By that time it may be too 
late. There may be some serious cardiac or other 
trouble developed in that period of time. It has 
been a source of considerable difficulty with me 
to get nose and throat men to do this operation 
and do it now, not in two or three months. We 
should certainly not wait until the child is four 
years old before doing that operation. I think 
that is one important thing that should attract 
our attention. 

Dr. Owen H. Wilson, Nashville, Tenn.—Re- 
moval of tonsils is always a prolific subject for 
discussion. I am not willing to agree with Dr. 
Royster on all points, but I do not know any 
more about proving my contention than he does. 


oes 


4 
i 
| 
‘ 


1923 


ose 


sod 


Vol. XVI No. 5 


I would like his opinion on operations upon the 
acutely inflamed tonsil. Is there any guide? I 
usually set the arbitrary limit at 14,000 white 


count. 

Dr. Royster (closing).—Most of the discus- 
sions on my paper have agreed, many times un- 
consciously on the part of the speaker, with 
everything I said rather than disagreed with me. 
I emphasized very carefully that the child should 
have a thorough physical examination. I also 
emphasized the fact that the tonsils should not 
be removed without an indication. On the other 
hand, I did say what my opinion of the indication 
was. So often we do see endocarditis and other 
infections come, that we wish the tonsils could 
have been removed before the infection set in. 
I do not mean to advocate universal removal of 
the tonsils. I am not quite in the position of 
the man who said, “When the cord is tied remove 
the tonsils.” We recall the early operations for 
appendicitis, and the theory of that day that 
the appendix should only be removed as a last 
resort has been superseded entirely by its prompt 
removal as soon as indications arise. That is 
true with many other things. Now, I consider 
that infinitely more harm is done in my personal 
experience by infected tonsils not only to the 
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child at that time but in future life from endo- 
carditis than was ever done from appendicitis. 
When we see the crippled child with bad heart 
we can trace a good portion of it back to the time 
when that child had tonsillitis in childhood. 


I answered the question as to what the indica- 
tions are. I would not say any indication for 
the removal of the acutely infected tonsil and yet 
this has been done successfully, and has cut short 
the attacks of endocarditis. I do not do a gen- 
eral practice. I only do a referred practice and 
consequently the cases that come to me have 
often been to three or four doctors. I have seen 
a good proportion of tonsils that were at the 
bottom of the trouble. I never order tonsils re- 
moved unless there is an indication and the in- 
dication depends upon you and not upon the 
throat man. Practically all tonsils become in- 
fected sooner or later. We do not know the time 
to operate. I see no contraindication in age. I 
do think when a child has a frank tonsillitis that 
we have no right whatever to let that child have 
a second attack, because that is the time when 
endocarditis comes. If you people see as many 
cases of endocarditis in a year as I do, you will 
agree with me. It seems to be the curse of child- 
hood at the present time. 
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TROPICAL DISEASES AND PUBLIC HEALTH 


THE LIMITATIONS OF LABORATORY 
EXAMINATIONS* 


By JAMES R. BEAN, M.D., 
Director Laboratories, Jefferson County 
Board of Health, 
Birmingham, Ala. 


The purpose of this paper is to bring be- 
fore this Section some of the problems 
which confront the public health labora- 
tory. Its function is a dual one: it must 
be in a position to provide the health au- 
thorities with comparative statistical data 
from which the efficiency of various epi- 
demiological procedures can be checked, 
and it must exercise its diagnostic func- 
tion for the use of the practicing physi- 
cian, who should, however, use this privi- 
lege only for the detection, or rather, aid 
in detection of acute infectious diseases or 
other morbid conditions the spread of 
which can be controlled by preventive 
measures. 

Bearing in mind the usual routine pro- 
cedures carried out in board of health lab- 
oratories, we shall proceed with the dis- 
cussion of the various problems with 
which the executive must contend. He 
must keep before him the fact that the 
laboratory is a public institution and must 
be prepared to give prompt and efficient 
service at all times regardless of any emer- 
gency which may arise. This needs no 
discussion here, as it is purely an internal 
problem which is overcome by a properly 
balanced personnel, both office and tech- 
nical, working under a system of receiving 
and recording adequate to the particular 
needs, but elastic enough to cope with 
emergencies. 

The three sources of most of our diffi- 
culties are: (1) improper collection of ma- 
terial for examination; (2) failure to give 
proper data; and (3) failure properly to 
interpret the results. 

The laboratory should not be expected 
to secure results from material unfit for 
examination. If the condition of the pa- 


*Read in Section on Public Health, Southern 
Medical Association, Sixteenth Annual Meeting, 
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tient is such that a laboratory examina- 
tion is deemed necessary, it is certainly 
worth the effort required to submit a 
proper specimen with sufficient data. 
Neither should the laboratory be called 
upon for the final decision; but the result 
as received by the physician should be con- 
sidered only in the light of an additional 
symptom and checked carefully with the 
other clinical findings. The laity and, we 
are sorry to say, in many instances the 
profession, are prone to regard a labora- 
tory as a place to obtain definite decisions 
positive or negative. For this reason we 
have to as large an extent as_ possible 
dropped these terms in reporting. A con- 
sideration of the various examinations un- 
dertaken in board of health laboratories 
will tend to impress these important facts. 


WASSERMANN REACTIONS 


Very little of our former difficulties in 
respect to the manner in which samples 
are received remain. Certain points, how- 
ever, are worthy of note. The familiar 
Keidel tube solves all the difficulties, but 
its distribution by boards of health is pro- 
hibited by its cost. We use a sterile, cork- 
stoppered test tube in our outfit and send 
the following directions: 

“About 5 c. c. of blood or spinal fluid should be 
collected in a sterile or dry, chemically clean con- 
tainer. If a syringe is used it should be rinsed 
in sterile physiological salt solution. Do not use 
water to rinse syringe or tube.” 

That these directions are being followed 
is evidenced by the fact that despite an in- 
crease of 33 per cent in the number of 
tests performed during 1921, we had only 
280 unsatisfactory as against 440 during 
1920.: 

In the interpretation of the results we 
still experience considerable difficulty, and 
are called upon not infrequently to state 
definitely whether the patient has or has 
not syphilis. In public health laboratories 
where we necessarily do not come in con- 
tact with the clinical aspect of the case, it 


‘is unjust to expect us to pronounce this 


sentence. The reaction is not biologically 
specific, but is dependent upon certain sub- 
stances found in the blood in syphilis and 
occasionally in other infections. We can- 
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not, therefore, do more than report the 
actual result of the test to the physician. 
Nevertheless, the laboratory should give 
as much information as possible. To this 
end we have used until October 1 of this 
year two antigens: a one-half saturated 
cholesterinized alcoholic extract of beef 
heart and the acetone insoluble fraction of 
an alcoholic extract of beef heart. 

A comparison of the results of our tests 
positive in the cholesterinized antigen for 
the years 1920 and 1921 show the follow- 
ing: 


Cholesterinized Acetone 
Antigen Insoluble Antigen 

Total positive 82 

Positive plus 4 4400 2755 
Positive plus 8 ... 1494 906 
Positive plus 2 ... 947 614 
Positive plus 1 .... sands 841 631 
2776 


It will be seen that in 7682 positive with 
the cholesterinized antigen, 2776 showed 
negative with the acetone insoluble anti- 
gen. This has led to considerable confu- 
sion in interpretation. A single result is 
desirable, but should not be given at the 
expense of accuracy. 

Beginning with October 1, 1922, we have 
instituted Kolmer’s standardized method, 
a primary ice box fixation using only one 
antigen. Kolmer’s antigen is a specially 
prepared cholesterolized and lecithinized 
alcoholic extract of the powdered muscle 
of several hearts, and in his hands and 
others has been proven to yield more spe- 
cific results, being highly antigenic and 
having very low anticomplementary prop- 
erties. Our reasons for changing to this 
method are: 

(1) That from the evidence at hand this 
test has proven to yield less false posi- 
tives and more accurate results from a 
specific standpoint. 

(2) That in cooperation with the State 
Board of Health of Alabama we are en- 
deavoring to standardize laboratory tech- 
nic and methods in all the board of health 
laboratories in the State. 


THE DIAGNOSIS OF TYPHOID, PARA-TYPHOID 
FEVERS AND DYSENTERY 

With the wide use of typhoid and para- 
typhoid vaccine the positive value of the 
Widal reaction has been greatly reduced, 
as it is certain that in a great many in- 
stances agglutinable substances are formed 
in reaction to it. The usual method of 
submitting blood for this test is to allow 


several drops to dry on a slide. In the 
laboratory, to obtain dilutions, physiolog- 
ical salt solution is added, but not know- 
ing the original volume of the blood the 
dilutions used are only approximate. Per- 
formed in this manner just what can the 
laboratory conclude? Very little, as we 
are hampered by an ignorance of the clin- 
ical aspect of the case. By far the better 
method of submitting samples for a Widal 
reaction is to obtain in the same manner 
and a like quantity as for a Wassermann 
test. With sufficient serum at our dis- 
posal we can make accurate serial dilutions 
and titrate the amount of agglutinable 
substances present. It is reasonable to 
suppose, in an actual infection with either 
the typhoid bacillus or one of the para or- 
ganisms, that the agglutinins will show a 
much higher titre than following vaccina- 
tion. In fact, Straus has found that the 
titre following vaccination rarely exceeds 
1-50, and false agglutination is eliminated 
at 1-100. It must be remembered, how- 
ever, that it is possible for a person to 
have a typhoid infection without being 
able to demonstrate agglutinins in the 
blood at any time. The Widal reaction is 
not a test for typhoid fever, but is used 
to determine the presence or absence of 
typhoid agglutinins from which certain 
conclusions can be drawn. 


Bearing these facts in mind, it is readily 
seen that the laboratory, by limiting its 
work on typhoid to the Widal reaction, is 
not doing its full duty. Cultures of the 
blood, urine, and feces should be instituted. 
To introduce blood cultures in typhoid di- 
agnosis as a routine procedure would ne- 
cessitate the authority of selection of cases 
by the laboratory director, as the immense 
amount of technical work required could 
not be applied indiscriminately. A suit- 
able container for general use consists of 
a small cork-stoppered bottle containing 
sterile bile, to which is added about one- 
half its volume of blood. The inhibiting 
action of bile on certain organisms, with 
the fact that it is a favorable medium for 
the growth of typhoid bacilli, makes this 
method practical. The chances of obtain- 
ing positive blood cultures diminish rap- 
idly after the seventh day, and this fact 
should be borne in mind in interpretation 
of results. Urine and feces cultures 
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should be taken not only as an aid to diag- 
nosis, but to determine the carrier state. 
These may be taken in 30 per cent glycerin. 
Comparative tests have shown that fresh 
feces do not yield as high a percentage of 
positives glycerinated specimens 
(Straus). 

For the diagnosis of dysentery, feces 
cultures are necessary, but the laboratory 
should insist on specimens of blood to be 
examined for agglutinins. Especially is 
this true in field work on outbreaks of diar- 
rhea, when laboratory facilities are poor. 


TYPHUS FEVER 


Occasional sporadic cases of this disease 
occur in this country. It is therefore well 
to bear in mind that the laboratory can 
aid in diagnosis of suspicious cases by per- 
forming a Weil-Felix reaction. This is a 
macroscopic agglutination test carried out 
with proteus bacilli and the patient’s se- 
rum. The same quantity of blood as is 
used for the Wassermann reaction is nec- 
essary. 

THE DIAGNOSIS OF MALARIA 

The examination of films for malarial 
plasmodia requires a satisfactory speci- 
men. It should be taken before the ad- 
ministration of quinin and the time before 
or after the chill should be stated. Prob- 
ably more unsatisfactory specimens for 
malarial examination reach us than any 
other variety, yet it is a comparatively 
simple matter to place a drop or two of 
blood at the end of a slide and with the 
edge of another make a thin, even film 
which is easily stained and gives us a 
proper field in which we can study not only 
the character and proportion of erythro- 
cytes and leucocytes, but also discover the 
presence or absence of plasmodia malaria. 
The failure to demonstrate plasmodia does 
not mean that the patient is not suffering 
from the disease. This is one of the tests 

which has a positive value, but very little 
negative value. 


SPINAL FLUID 


In general, what applies to the Wasser- 
mann reaction in blood work applies here. 
All cases of syphilis involving the central 
nervous system do not give a blood Was- 
sermann. They may only show a reaction 
in the spinal fluid which explains the im- 
portance of spinal fluid Wassermann tests. 
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Cell counting is a very valuable pro- 
cedure, but it must be remembered that 
unless they are counted within a very short 
time after withdrawal, autolysis occurs, 
and also that a cell count on spinal fluid 
contaminated with blood is without value. 

Results on tests for globulin must be in- 
terpreted by the clinician. 

The colloidal gold reaction is a physio- 
chemical reaction which not only will show 
that a pathological condition exists, but. 
will also indicate to some extent its nature, 
as specific discolorations are produced in 
certain diseases. As yet this test has not 
been adopted generally as a routine public 
health procedure. 

Cultures and direct bacterioscopic ex- 
aminations for the detection of organisms 
causing meningitis are of great value both 
from a clinical and public health viewpoint, 
particularly in the diagnosis of meningitis 
caused by the diplococcus intracellularis 
meningitidis; from a clinical standpoint 
because specific serum can be adminis- 
tered, and from a public health standpoint 
because the disease being of carrier nature 
can be readily controlled. Further, the 
bacterioscopic and cultural examinations 
of all cases of meningitis will lead to a 
definite diagnosis, and if the health author- 
ities are not involved, at least their labora- 
tory has proven that further investigation 
on their part is not necessary. 


TUBERCLE BACILLI 


The proper collection of samples should 
certainly not be difficult, but after a num- 
ber of years’ laboratory experience we are 
forced to state that, considering the seri- 
ous nature of tuberculosis, physicians, 
nurses and laymen alike do not seem fully 
to appreciate the dangers in handling tu- 
berculous sputum. It is really amazing to 
see in how many weird manners sputum 
can be submitted to the laboratory for di- 
agnosis. We have gotten it in handker- 
chiefs, in envelopes, on scraps of paper, in 
milk bottles, in coca-cola bottles, vaseline 
bottles, ointment jars, opened or closed, 
partially filled, leaking, filled to overflow- 
ing and so on ad infinitum. . 

We would urge a more careful handling, 
not only from our own_ standpoint, but 
also for the protection of the physician and 
his other patients. When the least is said, 
and leaving out the danger of actual con- 
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tact with known tuberculous sputum, it is 
decidedly unpleasant to have to come in 
contact with sputum of any kind. 

The bacterioscopic examination of spu- 
tum is another test which has only a posi- 
tive value, as our failure to find tubercle 
bacilli does not mean that the patient is 
not tuberculous. The method we use is 
one not generally in use, but we feel it is 
entirely practical from all standpoints. We 
provide a small, wide-mouthed, cork-stop- 
pered bottle, containing a few cubic centi- 
meters of 5 per cent phenol. When these 
are returned with the sputum, we auto- 
clave them, thus sterilizing the contents, 
and at the same time breaking up the mu- 
cus. We then centrifuge the specimen, 
which concentrates the bacilli in the bot- 
tom of the tube, from which we then make 
our smears and stain in the usual manner. 


GONOCOCCI 

In obtaining a specimen from an acute 
case of specific urethritis in the male there 
is scarcely anything to be said, but in ex- 
amining the smears from the female geni- 
talia we have an entirely different problem 
to face. A vaginal smear for diagnosis is 
practically worthless with the possible ex- 
ception of the not infrequent cases of spe- 
cific vaginitis occurring in infancy and 
early childhood. As a proof of this state- 
ment, we might offer the following figures 
from our annual reports of 1919-20-21. Of 
8417 venereal smears examined, only 941 
showed the presence of an _ intracellular 
diplococcus similar in morphology to the 
gonococcus. 

These figures include not only those 
specimens submitted by the physicians, 
but those taken in our venereal isolation 
hospital for women, and those taken by 
myself from girls remanded to the Health 
Department by the Recorder. In taking 
these smears we exercise a great deal of 
care. We place the patient in the lithot- 
omy position, cleanse the external parts be- 
fore introducing the sterile swab into the 
urethra, and cleanse the vagina before ob- 
taining the cervical smears. 

This test, therefore, has only a positive 
value, and in as much as in the bacterio- 
scopic examinations we depend only on the 
morphological and staining characteristics 
of the gonococcus, our reports are worded, 
gram-negative intracellular diplococci 


BEAN: LIMITATIONS OF LABORATORY EXAMINATIONS 861 


found or not found, as the case may be. 

The technic of cultural isolation of the 
gonococcus is such that it is impracticable 
to introduce it as a routine measure in pub- 
lic health laboratories. 

The affinity of the gonococcus for the 
conjunctiva makes it imperative to exam- 
ine very carefully all cases of suppurative 
conjunctivitis. 

DIPHTHERIA 


A public health laboratory plays a 
rather important role in this disease. Not 
only are we called upon to make diagnoses 
of actual cases, but also to determine the 
presence of carriers among contacts of 
known cases that steps may be taken to 
prevent widespread epidemics. The direct 
bacterioscopic examination of smears from 
suspected throats is subject to so great 
an error that it is hardly worth while do- 
ing it. Only about 25 per cent of direct 
examinations on known cases show the 
presence of the organism. Our routine is 
to supply the physician with an outfit con- 
sisting of a tube of Loeffler’s blood culture 
medium, a wooden tongue depressor, an 
envelope containing two sterile swab sticks 
and a data blank. 

The use of this outfit is to be desired, 
as many hours may be saved in diagnosis 
if they are properly used. The media 
should be fresh, its surface should be free 
from growth, and it must not be too dry. 
All of these warnings are stated on our 
data blanks, and yet we receive far too 
great a number of cultures on improper 
culture media. It must be remembered 
that while it is permissable for the labora- 
tory to state that a culture is either posi- 
tive or negative, this report must not be 
taken to mean that the patient has or has 
not diphtheria. 

Tests for the virulency of diphtheria 
bacilli are of great value in releasing from 
quarantine chronic carriers whose throats 
and nasopharynges persistently show posi- 
tive cultures despite vigorous treatment, 
including at times tonsillectomy. 


RABIES 


This disease, if contracted, is, as far as 
we know, in human beings always fatal. 
In view of this fact the diagnosis of ani- 
mal heads submitted for examination as- 
sumes tremendous importance, especially 
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in our State, where the incidence of rabies 
is high among animals. For instance, dur- 
ing the years of 1919-20-21 there were 338 
animal heads submitted, of which 112 
showed the presence of Negri bodies. Of 
the remaining, 202 showed no evidence 
and 24 were received in such condition 
that examination was impossible. Consid- 
ering that these figures are for Jefferson 
County alone, it can readily be seen that 
this is an important problem. 

We feel that we have more difficulty in 
handling this question satisfactorily than 
in any of our other procedures, so much 
superstition surrounds this subject not 
only in the minds of the laity but among 
the profession. The status of diagnosis is 
this: that if Negri bodies are found in 
fresh brains the animal is rabid. If suspi- 
cious bodies are found in fresh brains it 
must be considered rabid, and if suspicious 
bodies are found in partly decomposed 
brains it should be considered rabid. This 
seems easy enough and it certainly settles 
the question from a positive standpoint. 


Unfortunately the usual thing done in 
cases where people are bitten by animals 
is to kill the animal immediately and sub- 
mit its head for diagnosis. Our opinion is 
that the examination of the brain in such 
cases is a useless waste of time, but here 
we face this difficulty: that an animal 
showing definite symptoms of rabies and 
killed immediately will usually show Negri 
bodies. We realize also that at times it 
is not possible to catch an animal and pen 
it up. Nevertheless, in going over the 
history of animals whose heads have been 
submitted for examination we find that a 
large number are killed which show abso- 
lutely no symptoms of rabies. What are 
we going to tell the patients when our ex- 
amination fails to reveal any evidence of 
rabies? Just this: that if the animal died 
it was probably not rabid, but if it was 
killed we cannot give any opinion what- 
ever or any advice as to whether the pa- 
tient needs the Pasteur treatment or not. 


For a period of about eighteen months 
we inoculated rabbits subdurally from all 
brains showing no evidence of rabies. Out 
of the total number of rabbits several died 
with typical rabies and the brains showed 
Negri bodies. While this is interesting 
from a scientific standpoint, it is not a 
practical procedure when you think of the 
patient. The rabbit does nct succumb from 


an infection with street virus for about 
fifteen days, and during this period the 
patient would be developing the disease 
himself. It must also be remembered that 
the treatment itself, consisting as it does 
of active attenuated virus, is not without 
some danger. Statistics covering about 
twenty years show that less than 1 per 
cent of patients treated show any ill effects 
from the treatment. Therefore, viewing 
it from all angles, we have felt that these 
facts should be presented to the patient, 
and he himself should make the decision 
concerning treatment. To be entirely fair 
to ourselves and the patient, we feel that 
we cannot be expected to assume all the 
responsibility. 

The proper procedure in cases of animal 
bites is to quarantine the animal for a 
period of 14 days. We know that virus 
may exist in the saliva of animals several 
days prior to the development of symp- 
toms. We have instituted this quarantine 
procedure and no animals have died of ra- 
bies later than the seventh day. While it 
is advisable to begin treatment at the ear- 
liest possible moment, it is probably safe to 
expect that if treatment is begun within 
ten days it will be effective. 

FECES 

The collection of specimens of feces to 
be examined for ova or parasites is very 
simple, but certain features are worthy of 
mention. 

(1) It is not necessary to procure a 
large sample, and unless the patients are 
definitely instructed in this respect, they 
will very frequently bring in enormous 
quantities. 

(2) Formed stools are to be preferred 
for the following reasons: they are usually 
less malodorous than fluid stools, gas does 
not form so readily and blow out the stop- 
pers from the containers and, furthermore, 
the eggs in liquid stools have a tendency to 
settle to the bottom and stick on the sides 
and bottom of the containers. The outfit 
we use consists of a one-ounce ointment 
box, a wooden tongue depressor to handle 
the specimen and a data blank. The in- 
ability to find ova or parasites in one 
specimen does not preclude the possibility 
of infestation of the intestinal tract with 
parasites. 

DAIRY PRODUCTS 

This is a problem which confronts only 

the health officer, and all that need be said 
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is that chemical tests are so much more 
definite than the various bacteriological 
procedures that the results obtained can be 
judged by the experience of the chemist 
performing them. As to the proper collec- 
tion of samples for bacteriological exam- 
ination, little need be said. If the prod- 
ucts are delivered in bottles, unopened 
bottles should be obtained. If the samples 
must be taken from a large can, the con- 
tents should be thoroughly mixed by means 
of a sterile stirrer, and at least 10 c. c. 
should be taken by means of a sterile pi- 
pette into a sterile container. 


WATER 


Board of health laboratories are called 
upon to make chemical analyses of water 
from a sanitary standpoint. The mini- 
mum quantity needed for this analysis is 
2 litres. The results of a sanitary chem- 
ical analysis of water must be interpreted 
only in the light of additional knowledge 
gained by a field survey of the water shed 
or local conditions, and a knowledge of 
the character of waters from that locality. 

In the collection of samples of water for 
bacteriological examination, 100 ¢. c. is 
sufficient for the ordinary routine bacterial 
count. Samples for bacteriological exam- 
ination should be taken in sterile, glass- 
stoppered containers of the proper capac- 
—— by the laboratory doing the 
est. 

The following rules obtain for the length 
of time which may be allowed to elapse 
after taking the sample and the beginning 
of its analysis: 


Chemical analysis: 
Ground water 
Fairly pure surface water 
Polluted surface water 12 hours 
Raw sewages 


Bacteriological examingtion: 
Samples kept at less than 10° Cu... 24 hours 


PROPHYLACTIC PROCEDURES 


Unless the board of health maintains 
clinics to which people can apply for va- 
rious prophylactic injections, it evolves 
upon the laboratory to perform this duty. 
It is certain that the board of health 
should have a central point to which people 
can apply and obtain such services. Con- 


6 hours 


cerning certain diagnostic skin reactions 
such as the Schick test and the tuberculin 
reaction, this duty would also fall upon the 
laboratory where an epidemiologist is not 
employed. 


BEAN: LIMITATIONS OF LABORATORY EXAMINATIONS 


363 


CONCLUSIONS 

In conclusion let me state a few broad 
principles which will prove of value to the 
physician, health officer and laboratory 
alike: 

(1) Submit properly obtained samples. 

(2) Give as much data as possible. 

(3) Bear in mind that a great many 
tests have only a positive value. 

(4) Interpret laboratory results only in 
the light of other clinical findings. 


DISCUSSION 


Dr. William Litterer, Nashville, Tenn.—Misery 
likes company. I heartily agree with practically 
everything Dr. Bean has stated. One has no con- 
ception of the trials and tribulations that a labo- 
ratory man has in dealing with some physicians, 
who, in every other respect, are intelligent; but 
in sending specimens, they are impossible. It is 
certainly surprising to see some of the specimens 
that are sent in, and from which they want a 
diagnosis. Not very long ago a _ specimen of 
blood, soaked in a piece of filter paper, or rather 
blotting paper, was sent in, with a request for a 
diagnosis of cancer, pellagra or smallpox. That 
is an actual fact. I have it on exhibition. How- 
ever, we think that the physicians are showing 
marked improvement. 

One point which Dr. Bean did not mention in 
his paper, and that is in the collection of vaginal 
smears. Nine out of ten physicians do not know 
how to collect them. They will take a vaginal 
smear improperly, regardless of the directions on 
the back of the slip. Then again, the collection 
of the spirochete on slides I think is absolutely 
useless when made by the average practitioner. 
It is with the rarest exception that I find the 
spirochete when so collected regardless of in- 
structions so explicitly given. 

Concerning malaria I may say that we do not 
get much of it in middle Tennessee. We receive 
a hundred or so every six months, which is not 
very many; but of those slides that come in, many 
are improperly made. 

A certain amount of trouble is experienced 
with blood for the Wassermann test. Very often 
such a blood is hemolyzed, especially when sent 
in during the summer time. Instructions are 
given to send all bloods for Wassermanns by spe- 
cial delivery mail and to collect them as near 
train time as possible. We are using the Sachs- 
Georgi and also the Kahn flocculation, or precipi- 
tation tests as controls. Thus far we find that 
they are quite satisfactory. 

I concur absolutely with what Dr. Bean says 
in his discussion of rabies. 

Dr. Bean (closing)—The examination of 
smears for spirochetes I have not encouraged. 
In fact, if a physician sends in a patient to our 
laboratory, I tell him that we have no dark field 
apparatus. In fact, I do not believe that a pub- 
lic health laboratory should interfere with this 
work, as I believe the proper place for the free 
examination of such specimens is in the venereal 
disease clinic. 
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In presenting this subject I feel I can 
best serve its interests by confining my re- 
marks to those steps of the operation which 
pertain to local anesthesia. 


As a general thing I prefer local anes- 
thesia in all cases without exception, 
both the colloid and the exophthalmic 
types. The size of the goiter is no contra- 
indication. If the case can be operated 
upon at all, it can be more safely operated 
upon under local anesthesia. 


In presenting the subject in this way 
I am not unmindful of the advantages, 
in bad risks, of ligation of one or more 
poles of the thyroid as a preliminary step, 
and I frequently make use of this practice. 

We can best perform any operation un- 
der local anesthesia when we possess a 
thorough knowledge of the nerve anatomy 
of the parts involved. The skin, platysma 
and fascia which overlie the thyroid re- 
ceive their nerve supply from the super- 
ficialis colli, a large nerve which is formed 
by the second and third cervical. It passes 
forward around the sterno-mastoid, about 
its middle, and runs forward beneath the 
platysma, dividing into two branches. The 
lower branch is distributed to the tissues 
over the thyroid, the upper branch _ be- 
tween the thyroid and the chin. 


The muscles and deep fascia which sur- 
round the thyroid receive their nerve sup- 
ply from the loop formed by the descendens 
hypoglossi and communicans hypoglossi 
and a branch from the second and third 
cervical. This loop descends on the carotid 
sheath and gives off branches just above 
the thyroid which pass down under the 


*Read in Section on Surgery, Southern Medical 
Association, Sixteenth Annual Meeting, Chatta- 
nooga, Tenn., Nov. 13-16, 1922. 


OBSTETRICAL AND UROLOGICAL 


sterno-thyroid and sterno-hyoid muscles 
supplying them and the fascia around the 
gland. 

The under surface of the gland is sup- 
plied by branches from this same loop 
given off just beneath it in addition to 
several filaments from the deep cervical 
nerves in the neighborhood. In addition 
to these nerves there is a large branch de- 
rived from the deep cervical plexus which 
courses forward around the trachea in 
close contact with the cricoid cartilage sup- 
plying the tissues around the isthmus of 
the gland. I have found this nerve often 
of large size and fairly constantly present, 
but have not found it described in our 
anatomies. 

A thorough knowledge of the nerve sup- 


_ply is essential, as it saves time in making 


injections and permits us to use a mini- 
mum of solution in the right place. And 
in the event of some discomforts being felt 
during the operation we know at once from 
its location the nerves involved and know 
best where to make additional injections. 
From a consideration of the above nerve 
supply we see that regional anesthesia is 
possible in the hands of skillful men, but 
is not at all likely to prove popular with 
the average surgeon. To accomplish it the 
superficialis colli is injected where it 
curves around the posterior surface of the 
mid portion of the sterno-mastoid. A deep 
injection must now be made along the an- 
terior surface of the transverse processes 
from the third to the fifth, inclusive. In 
stout necks, these land marks may not be 
readily recognized, and in all cases care 
must be exercised not to injure the deep 
vessels which lie on these processes. This 
last injection, if properly made, will reach 
the deep cervical plexus, but is not likely 
completely to anesthetize the descendens 
and communicans hypoglossi. To reach 
these last, it is preferable to wait until the 
skin and platysma are divided and dis- 
sected up, thus permitting a more ready 
access to the deeper parts. A long needle 
is then passed up under the sterno-hyoid 
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and thyroid muscles just above the thyroid 
gland to inject these last nerves in this 
position. 

It will be seen that this method is more 
complicated and requires more time and 
a greater quantity of anesthetic solution 
than the more direct method of infiltration 
which I always make use of and which is 
outlined below. 


The patient is allowed surgical liquids 
the morning of operation and is given a 
hypodermic of morphin gr. 14 and scopo- 
lamin gr. 1/150 one hour beforehand. 


A small intradermal wheal is produced 
with a fine needle over the center of the 
gland in the middle of the neck. A large 
syringe, about 5 c. c., with a long fine 
needle is now used. The needle should be 
about four inches long and have a short 
sharply beveled point. This needle is en- 
tered through the intradermal wheal and 
passed down to the deep fascia with the 
object of getting beneath the platysma 
muscle, the known position of the branches 
of the superficialis colli nerve. In this 
position its point is turned outward and 
slightly upward toward the superior pole 
of the gland. The needle is slowly passed 
outward in this position, injecting the so- 
lution as it is being advanced. The amount 
of solution will depend upon the size of the 
gland. If it is as large as a small grape 
fruit, 5 c. c. will be sufficient. If the 
syringe has to be refilled it is detached 
and the needle is allowed to remain in situ, 
thus avoiding an additional puncture. The 
needle is withdrawn sufficiently to direct 
its point in the opposite direction and the 
other side of the neck is similarly injected. 
The long needle is now withdrawn and a 
small syringe and fine needle used to pro- 
duce an intradermal line of anesthesia 
along the proposed course of the skin in- 
cision. The deep injection is purposely 
made first so that it has time to diffuse 
while the skin is being injected. 


The tissues are now incised the entire 
length of the field down through the pla- 
tysma. If it is preferred, the skin only can 
be divided and dissected up, dividing the 


ja and deep fascia on a different 
evel, 
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Having made this first incision down 
to the sterno-hyoid muscle, the superficial 
tissues are dissected up, exposing the field. 
The long needle and large syringe are now 
used again, passing the needle down under 
the sterno-hyoid and sterno-thyroid mus- 
cles into the tissues above the superior pole 
in the direction from which the fibres from 
the descendens hypoglossi come, injecting 
all the way as the needle is being gently 
and gradually advanced, until a point is 
reached about one-half to one inch above 
the superior pole, injecting about 5 c. c. 
at each of these points on each side. 


On making injections in the direction of 
any large vessels the needle should always 
be very gently inserted, stopping if any 
resistance is felt. It is also well to aspirate 
at short distances by withdrawing the pis- 
ton of the syringe slightly, when if a ves- 
sel has been entered blood will appear in 
the syringe. While this incident should 
not happen if the technic is correct, no 
damage will result if the needle is of the 
proper kind and has been handled gently. 


Having made the above injection on 
both sides, it is well to stop now and ligate 
all bleeding points, freeing the field of all 
forceps and getting rid of their weight on 
the patient’s neck. This slight delay here 
permits the solution just injected more 
thoroughly to diffuse. 


The muscles overlying the gland are now 
separated in the mid-line and either re- 
tracted, or divided as necessary, freely ex- 
posing the surface of the gland. 


The outer margin of the gland being well 
exposed, a little traction is exerted, 
slightly raising it from its bed and rolling 
it in toward the mid-line. A finger is now 
insinuated beneath its margin, which fur- 
ther aids in the elevation. This finger feels 
out the carotid vessels which lie beneath so 
that they are below and on the outer side 
of the tip of the finger. In this position 
the long needle is passed over the tip of 
the finger between it and the gland and 
the tissues under the gland lightly in- 
jected. The opposite side is treated in the 
same manner. An additional injection is 
now made on each side of the trachea just 
above the isthmus to reach the nerve 
branches described as coming forward in 
contact with the cricoid cartilage. 
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If the gland is very large, additional in- 
jections may be necessary just below the 
inferior pole, but ordinarily this is not 
necessary. 


This completes the anesthesia. The sub- 
sequent steps of the operation can now be 
carried out by any technic preferred by the 
operator. I always prefer first to divide 
the isthmus and roll the gland away from 
the trachea, thus avoiding any traction on 
this point which might produce a sensation 
of choking quite unpleasant to the unanes- 
thetized patient. This is contrary to the 
usual method of operating here under gen- 
eral anesthesia, but has the advantage of 
increasing the mobility of the two halves 
and as they are rolled away from the tra- 
chea a much better view of the under sur- 
face is obtained and all injury to the re- 
current laryngeal absolutely prevented. 
Except for this variation, the techn‘cal 


’ steps are identical with those usually fol- 


lowed. 

The essential steps in this operation as 
in all others under local anesthesia are a 
thorough knowledge of the nerve supply. 
The ligation of all bleeding points at sev- 
eral stages of the operation just following 
the injection of fresh areas, allowing the 
solution to diffuse while ligation is being 
done and ridding the field of unnecessary 
weight and encumbrance. We work from 
the trachea outward, instead of in the op- 
posite direction as is usually done. 


The solution used is of secondary conse- 
quence, provided it is an efficient and safe 
local anesthetic, but novocain 0.5 per cent 
in 0.4 per cent NaCl is preferred, with 
about five drops of adrenalin solution to 
each ounce, provided not over four ounces 
is used. If more is needed the adrenalin is 
reduced. The cardiovascular stimulation 
of adrenalin is dangerous in exophthalmic 
cases and should be reduced to the mini- 
mum. 


DISCUSSION 


Dr. Robert B. McIver, Jacksonville, Fla—The 
technic of thyroidectomy under local anesthesia 
has been completely covered from the standpoint 
of the operator himself. I should like to say a 
few words regarding the various preparations for 
the operation, first, the preparation of the solu- 
tions. 

We have followed Dr. Crile’s method. The no- 
vocain (0.5 per cent) is freshly prepared and 


boiled the day preceding operation and boiled 
again for ten minutes the day of operation. The 
quinin and urea (0.167 per cent) is prepared on 
the day of operation and boiled for ten minutes 
at that time. To avoid confusion in the cages 
of exophthalmic goiter, adrenalin is not added to 
the novocain in any case of thyroid under local 
anesthesia. If we decide at the time that adren- 
alin is to be used it is added by the surgeon him- 
self. Quinin and urea are used routinely and we 
have seen no evil result. 


Second, I wish to discuss the preparation of the 
patient and the operating room. As outlined by 
Dr. Allen, the patient is prepared for one or 
several days in advance. The morning of opera- 
tion he is kept in a dark, quiet room and hypo- 
dermic morphin begun one hour in advance, It 
is our custom to use scopolamin in conjunction. 
The patient is placed upon the operating table, in 
proper position, and made comfortable. A cold, 
damp towel is then placed over his eyes and he is 
transported to the surgeon quietly, being scarcely 
conscious of the change. The surgeon, assistants 
and nurses are scrubbed up and ready in ad- 
vance. Absolute silence prevails. If any word 
be necessary it is spoken by the operator only. 
The case is ready for successful work under local 
anesthetic. It is by no means an uncommon ex- 
perience to have a patient sleep during the entire 
surgical procedure. 

In thyroid work we have abandoned the semi- 
upright posture and now use the prone position 
with the neck extended, as pictured in Dr. Crile’s 
recent book. 


ENTEROSTOMY* 


By EARLE DRENNEN, M.D., 
Birmingham, Ala. 


It has been said that curettage of the 
uterus is the most abused operation 
known to surgery, in that it is often per- 
formed when not indicated. Enterostomy, 
on the other hand, is the most neglected 
of operations, often being left undone 
when it would save life. Its perform- 
ance is practically limited to three condi- 
tions: 

(1) Obstruction of the bowel. Th’s is 
by far its most common use. 

(2) For feeding of starvation cases due 
to carcinoma of the esophagus or stom- 
ach. 

(3) Rarely, in anastomosis of the large 
intestine, to allow the escape of gas. 


*Read in the Section on Surgery, Southern 
Medical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 


| 
; 
he su] 
sh 
sti 
ea: 
sli 
up 
; 
of 
¥ 
hig 
ab 
me 
ani 
gui 
pul 


n ex- 
ntire 


semi- 
sition 
rile’s 


the 
tion 
per- 
my, 
cted 
lone 
rm- 
ndi- 


is 


due 
om- 


irge 


hern 
ting, 


Vol. XVI No. 5 


We can probably all remember cases 
that died from unrelieved obstruction, or 
eases which were unable to stand a second 
anesthesia and laparotomy, dying a few 
hours after it was performed. 


Obstruction that follows a few days 
after any abdominal operation can be 
promptly relieved by this little operation. 
Obstructions of this nature are nearly al- 
ways due to a plastic adhesion of fibrinous 
material, which will disappear in from 
three to eight days, with complete relief 
of the obstruction, if the patient can be 
kept alive as long as that, and enterostomy 
allows such patients to live. If a patient 
is to survive, he should be relieved not 
later than the third day of the obstruction, 
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Fig. 1—Steps in ordinary enterostomy for acute 
obstruction. 


since later than that the combination of 
shock, toxemia, vomiting, loss of fluid and 
strength make recovery very doubtful. 


The operation is very simple. Under 
novocain anesthesia, it can be painlessly, 
easily and safely carried out. There is a 
slight difference in technic, depending 
upon whether for feeding or for the relief 
of obstruction. Coffey’s operation is bet- 
ter for feeding cases. A loop is selected 
high up in the left upper quadrant of the 
abdomen. Opposite the mesenteric attach- 
ment an incision is made for about one 
and one-half inches in the long axis of the 
gut down to the mucosa. The mucosa is 
punctured at one end, a catheter inserted 
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into the lumen of the gut, being fastened 
with a purse string suture of cat gut, and 
the divided layers of the intestine being 
whipped over the catheter to form a sort 
of tunnel. 

In the operation for obstruction, the gut 
being dilated and: its wall very thin, it is 
better to employ two purse string sutures 
of cat gut, tying the innermost first, and 
then gently invaginating the catheter as 
the second is tied. Then the omentum is 


Fig. 2.—Coffey operation, showing catheter buried in 
wall of gut. 
placed between the gut and the abdominal 
wall, a procedure recommended by Dr. 
Charles Mayo. 


The catheter perforates one or two lay- 
ers of the omentum, which is stitched to 
the parietal peritoneum. This use of the 
omentum facilitates closing of the fistula, 
and, better still, permits the gut to retain 
its mobility to a large extent. 


The operation can be performed with 
the patient in bed, ordinarily requires 
about fifteen minutes, and there is no 
shock whatever to the patient. Usually 
there is an immediate escape of one or two 
quarts of foul, thin fluid and much gas. 
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Vomiting stops as if by magic and fluids 
are retained at once. The tube is left in 
until feces are passing per rectum, when 
it is withdrawn. Healing of the fistula 
usually occurs in from four to seven days. 


A good rule for deciding whether to 
wait or operate in suspeeted intestinal ob- 
struction is, if in doubt, operate. The 
same rule applies to the performance of 
an enterostomy. If there is any doubt as 
to whether or not it should be performed, 
it should be done. The little operation can 


Fig. 3.—Showing omentum interposed between gut and 
abdominal wall. 
do no harm; but until surgeons realize the 
value and simplicity of it, they will con- 
tinue to have their minds filled with vain 
regrets over the loss of these patients in- 
stead of rejoicing in their recovery. 
Enterostomy is a life saver. 


DISCUSSION 


Dr. Edward T. Newell, Chattanooga, Tenn.— 
The greatest thing that can happen to the pa- 
tient and for us, after a laparotomy, is a free 
bowel movement. 


The conditions requiring enterostomy should 
be diagnosed early, which is very difficult in 
cases where there is a partial obstruction. Where 
there is a perfectly frank case, the diagnosis is 
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easy and the line of procedure perfectly plain, 
There is nothing to do but operate in those cases, 
Open the original incision if there is no abscess, 
and if there is, go in at the side of it. 


For partial obstruction, there is no condition 
where a nurse has a greater responsibility than 
in indicating to the surgeon whether or not he 
needs to do an enterostomy. Neither the average 
nurse in training nor the average graduate nurse 
is capable of interpreting these cases; but she is 
often the one whose statements decide the mat- 
ter. I always make it a plan in doubtful cases 
to see the stool. Often the obstruction is high 
and feces are passed from the bowel below the 
obstruction. The nurse will tell you that there 
was a good bowel movement and you feel satis- 
fled for the time being. Instead of operating at 
the end of twenty-four or forty-eight hours fol- 
lowing the obstruction, you operate at the end 
of seventy-two hours, often after fecal vomiting 
has developed. This condition is not an indica- 
tion for operation; it is an indication of death. 
So it is very important in these partial obstruc- 
tion cases to examine the stools yourself. 


Dr. Drennen has given the accepted technic of 
the Coffey method in which you cut down to the 
mucosa and make an oblique opening into the 
lumen. You get a valve-like opening similar to 
the one in implanting ureters into the bowel. 
By this method there is a rapid healing of fis- 
tula, but it is not always practicable and suited 
to each case. 


Dr. Long has a simple operation. He uses the 
cautery instead of the knife for opening the bowel. 
Where local anesthesia is used, and it generally 
should be used in these cases, it is very satisfac- 
tory. You put in a purse-string suture and burn 
through the bowel with the cautery, then put in 
another purse-string further out, infold the peri- 
toneum and invaginate. This last point is very 
important, for, if it is not observed, you may get 
a fecal fistula that will require a secondary clo- 
sure. 


If you go into a large, distended abdomen, do 
an enterostomy and find an obstruction you may 
puncture the intestine and find a lot of gas and 
feces that have been tied up. You may wish to 
relieve it then and there and begin to massage 
and milk the intestines to get all of the contents 
out. 


I do not know of anything that is worse or 
that will come nearer destroying an otherwise 
successful precedure than to massage and manip- 
ulate to get out the gas and feces in a case of 
this kind. If there is not enough peristaltic 
wave left to get out the remaining contents of 
the bowels, what you do will not save the life of 
the patient, but will destroy it. 


My third and last point is a plea for better 
operative technic in laparotomies, whereby we 
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may have fewer obstructions following our work 
and less need for this operation. 


Dr. J. Wesley Long, Greensboro, N. C.—There 
are two general classes of ileus following opera- 
tion. One is the adynamic type of ileus which I 
sometimes call the “silent abdomen.” The other 
is the kind that is characterized by active peris- 
talsis. The peristalsis propels the gas along 
with more or less force to the point of obstruc- 
tion, causing it to make a tinkling, rumbling, 
gurgling noise sometimes quite high pitched and 
resembling musical notes. I sometimes compare 
these sounds to the ringing of fire bells. I use 
the stethoscope in diagnosing ileus. If all is si- 
lent, if I hear no sound, I expect nothing from 
the enterostomy. Enterostomy will rarely save 
a patient in whom the peristalsis is in abeyance, 
but if you hear the musical notes produced by the 
peristalsis you can go in with confidence. The 
fire bells are ringing for the surgeon and if he 
is not alert and does not come to the rescue the 
patient will be destroyed. Enterostomy is a sim- 
ple procedure and I would not criticise the method 
brought out by the essayist, for it is excellent. 
But in many cases you cannot put the clamp on. 
In these cases put a purse string around and 
stick the point of a very small cautery into the 
intestine. 

It is important to bring the omentum up be- 
tween the enterostomy point and the abdominal 
wall. If you can surround your enterostomy 
fistula with omentum it will not leak after the 
tube is removed. Unfortunately one cannot al- 
ways get the omentum, but always when possible 
search for it and if you can secure it you will 
not have a permanent fistula. 


The two things which I would stress are the 
value of auscultation in suspected ileus, and, sec- 
ond, the value of the use of omentum in safe- 
guarding the enterostomy opening. 


Dr. J. Shelton Horsley, Richmond, Va.—The 
diagnosis of obstruction is usually better made 
by the oral end than the rectal end. If a patient 
continues to vomit, if an accumulation of fluid 
can be determined by the stomach tube, no matter 
what other examinations may show, that is very 
suggestive of obstruction. Obstruction of the 
upper part of the abdomen is much more rapidly 
fatal than in the lower part, and the relief must 
be made more complete. In the animal if you 
divide the upper jejunum and bring the distal 
end up and suture it to the skin as in an arti- 
ficial anus, the dog will die very promptly from 
obstruction. That has been proven by Dragstedt 
of Chicago. If a tube is inserted the dog will 
survive. In the lower ileum the dog will survive 
this procedure without the tube. In the upper 
Jejunum the muscular contracture of the abdom- 
inal wall will produce an obstruction that will 
be fatal. In the lower ileum it will not. We 
know that the cause of obstruction should be re- 
moved as soon as possible. An obstruction in 
the small intestinal tract can be relieved just 
as well by inserting a small tube, as shown by 
the essayist, as by inserting a garden hose, which 
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will leave a large fistula through which feces will 
flow indefinitely. If the bowel can be delivered 
into the wound, I think the plicating method, the 
Coffey modification, is exceedingly good. Dr. 
Long’s method is also good. 


I make it a routine to do an enterostomy in 
every resection of the large bowel. If the trans- 
verse or left colon is involved I make a separate 
muscle-splitting incision and insert a catheter 
with an opening at the end and about half way 
between the eye and the other end through an in- 
cision in the ileum and through the _ileocecal 
valve. In this way there is an outlet from the 
cecum and the ileum, the distension is relieved 
and the patient is kept comfortable. The content 
of the small bowel is always fluid and will flow 
through the small sized catheter as well as urine 
will. In this way you rarely have any fecal fis- 
tula. 


PYELITIS IN PREGNANCY* 


By ERASMUS H. KLOMAN, M.D., 
Baltimore, Md. 


In the strictest sense pyelitis is an in- 
flammation of the mucous membranes of 
the calices and pelvis of the kidney; 
whereas, in pyelonephritis the inflamma- 
tion affects the parenchyma as well. Ure- 
teritis is a rather uncommon word and is 
not generally associated in one’s mind 
with ordinary pyelitis. I shall attempt to 
show that there is frequently a ureteral 
association with pyelitis, and that a mild 
cystitis usually accompanies the pyelitis 
in pregnancy. The pathological definition 
has no real value when it is borne in mind 
that pyelitis means an inflammation of the 
pelvis which may have an extension to 
the parenchyma as well as down the ure- 
ter, including the bladder. The Bacillus 
coli has been known for some time to be 
by far the most common infecting organ- 
ism. The portal of entry is usually 
through the blood stream and there is 
probably some form of lowered resistance 
in the urinary tract which determines the 
infection. For this reason pregnancy with 
its extra pressure is frequently credited 
with being the exciting cause. 


*Read in Section on Obstetrics, Southern Med- 
ical Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 
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Kelly states: 


“If the flow of urine from the kidney into the 
bladder has been interfered with on one side, as 
in the case of the pregnant uterus, or on both 
sides, as in prostatic hypertrophy, the result is 
to render the involved kidneys peculiarly liable 
to infection. This occurs through the blood. If 
such a case comes to autopsy one finds a fairly 
normal looking kidney, but marked disease of the 
pelvis and ureter. Clinical studies demonstrate 
beautifully, however, that such kidneys are far 
from normal: in many cases the secretory power 
is reduced almost to nil.” 


There may have been a long standing 
stricture which has been causing little or 
no trouble until the extra work of preg- 
nancy arrives. This would certainly seem 
plausible in the early cases, which occur 
before the uterus has become an abdom- 
inal organ. 


I wish to report several cases, which 
suggest that ureteral stricture may be an 
important underlying factor in many 
cases of pyelitis of pregnancy. 

I have selected a series of 28 cases of 
pyelitis in pregnancy seen by me in the 
past five years, seven of which cases re- 
quired treatment other than medical, and 
ten of which have subsequently proved to 
be stricture cases. Four of the 28 cases 
were examined for stricture and found to 
have normal ureters. The seven cases re- 
quiring treatment other than medical were 
treated by dilating the stricture and by 
pelvic lavage. The remaining 21 cases 
were treated medically ; that is, forced wa- 
ter, hexamethylenamin and some alkaline 
diuretic, which sufficed to take them 
through pregnancy. 

CASE REPORTS 


Case I—Mrs. A. Z., 24 years of age, white, 
para 1, was referred by Dr. George Settle. She 
gave a history of irregular menstruation. She 
had missed one month and had had two opera- 
tions, one for inguinal hernia four years pre- 
viously and one for retroversion and ovarian cyst 
two years previously. On each occasion she com- 
plained of pain on the left side, which had never 
entirely disappeared, and at the time that I saw 
her it was very severe. The pain was in her 
back and extended down the left side to the 
bladder region. She had been bleeding for four 
weeks, had much tenderness in the lower abdo- 
men, over the uterus and in the left side, much 
pain on urination, and rose frequently at nigh 
to empty the bladder. 

Pelvic examination showed bloody discharge 
and a suspicious mass on the left side, with a 
uterus which felt about three months pregnant. 
The patient was sent to the Maryland General 
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Hospital with a tentative diagnosis of ectopic 
pregnancy. Catheterized specimen showed bright 
red bloody urine, which, under the microscope 
was almost pure blood with many pus cells, 


Second physical examination showed normal 
three months pregnant uterus. Dr. Guy L. Hun- 
ner was asked to see this case and in making a 
cystoscopic examination found almost pure blood 
coming from the left ureter. A No. 8 catheter 
with a wax bulb 3% mm. in diameter was passed 
and the kidney pelvis washed with 1-1000 silver 
nitrate solution. That caused the patient to 
complain of her old pain in the left side. The 
bleeding almost instantly disappeared and the 
patient was able to continue with the pregnancy 
to full term and she had a normal delivery and 
a living child. In a few months the same pain 
became severe and blood was noticed in the 
urine. She was sent back for treatment. A se- 
ries of treatments, dilating the stricture, which 
was 9 cm. from the external meatus of the 
urethra, caused complete cessation of the bleed- 
ing and relief of pain. A second series of dilata- 
tions caused complete cessation of pain and 
clearing up of the pus cells as well as a sterile 
urine, which up to this time had _ repeatedly 
grown the Bacillus coli. 


Case II.—Mrs. V. Z., a married Lithuanian, 30 
years of age, para 3, was referred by Dr. Skla- 
dowsky. 

At the third month of her previous pregnancy 
she had been seized with a great deal of pain in 
the left side and had frequency of urination and 
bladder pain. A diagnosis of pyelitis was made 
by her family physician, who gave her forced 
liquid and hexamethylenamin with some bladder 
mixture. She failed to improve, and began to go 
down hill, having chills and temperature of 105°. 
At that stage she was seen by me at the Mary- 
land General Hospital. 


Cystoscopic Examination.—The urethra was 
dilated to the size of a No. 9 sound, taking a 
No. 9 cystoscope. The bladder was slightly con- 
gested around the vault and over the trigone. 
The left ureteral orifice was congested and 
spurted urine that was milky in color. That 
side was catheterized with a No. 8 catheter, car- 
rying a wax bulb 31-3 mm. in diameter. The 
catheter entered with some difficulty. The kid- 
ney pelvis was washed with 1-1000 silver nitrate 
solution after a specimen and culture had been 
taken. The pelvis held 30 c. c. and returned it 
rapidly. On withdrawing the catheter the pa- 
tient complained of severe pain where there was 
a definite hang of the bulb at the broad liga- 
ment area. 

Impression.—Pyelitis of pregnancy with 4 
stricture of the ureter, causing hydronephrosis. 

Microscopic Examination.—Bacillus coli in the 
presence of a large quantity of pus. This pa- 
tient received three similar treatments until the 
strictured area had been dilated to a bulb 4 1-3 
mm. in diameter. 

Treatment was given every week or ten days 
and the patient was kept on forced water. By 
the end of the fourth treatment she was very 
much relieved, but still had a Bacillus coli in- 
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ion with a few pus cells. The kidney pelvis 
vgn time held 15 ec. ec. and the patient was 
able to go on to full term with normal delivery. 
She had repeated attacks of pain with occasional 
temperature for six or eight months after labor, 
when she again returned for treatment. When 
the stricture was dilated, the pelvis held 15 ¢. c., 
put the Bacillus coli was still present. After the 
fourth treatment, the pelvis held 8 ¢. c¢. with 
sterile culture free from pus, and the patient 
was well of all pain. 

e I1I—Mrs. H., Kinston, N. C., white, 30 
Boy of age, para 4, was referred by Dr. F. Ss. 
Whitaker. She complained of pain on the right 
side, fever and chills with much burning on urina- 
tion. She gave a history of one miscarriage and 
two premature labors, still-born, each labor com- 
ing on following the same condition as the pres- 
ent one. Her past history was otherwise nega- 
tive. The patient had very bad teeth and ten- 
derness over the right kidney, which was dis- 
tinctly palpable and somewhat enlarged. The 
patient was seven months pregnant and had been 
suffering for the preceding four weeks with pain 
in her right side and back. The pain extended 
to the bladder, causing much frequency. She had 
to empty the bladder four to six times every 
night and had nausea, chills and fever with a 
temperature of 102° and pulse 120. _The leuco- 
cyte count was 22,000, the urine containing many 
pus cells, few red blood cells, and the bladder 
specimen grew Bacillus coli. 

Cystoscopic Examination—This showed gen- 
eral congestion, worse around and over the tri- 
gone with thickening and redness over the right 
orifice, looking somewhat like tuberculosis. The 
left orifice was normal. A No. 8 catheter was 
passed with wax tip and a 3 1-3 mm. bulb. Spec- 
imen and culture were taken. That looked 
cloudy, contained pus and grew Bacillus | coli. 
The kidney was washed with 1-1000 silver nitrate 
solution. It took only 3 ¢. ¢., returned this 
quickly, and it caused much pain. On withdraw- 
ing there was a definite hang in the broad liga- 
ment area, again causing pain, which the patient 
then admitted was in the same place and of the 
same character as her former pain. This suffer- 
ing continued for several days, when the temper- 
ature went to normal. The patient had forced 
water during that time. After four treatments, 
eight days apart, she was free of pain and blad- 
der symptoms and returned home, where she had 
a normal delivery of a living child. It is inter- 
esting to note that she had been treated for pye- 
litis during the previous pregnancies with forced 
water and hexamethylenamin, without any ces- 
sation of symptoms. Her leucocyte count was 
12,000 after four treatments and the urine was 
negative. 


Case IV.—Mrs. L. I., white, 31 years of age, 
para 1, was referred by Dr. H. U. Todd with a 
diagnosis of hyperemesis gravidarum. 

She was three months pregnant, had a cystitis 
with many pus cells which cleared up under 
forced water and 5 per cent sodium bicarbonate 
solution by rectum. She was able to go along 
with pregnancy until eight months, when she re- 
turned to the hospital with eclampsia. A ce- 
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sarean section was done, which resulted in the 
recovery of mother and child. At that time the 
urine showed many pus cells with Bacillus coli 
infection. Two weeks after the patient left the 
hospital she complained of pain in the right side 
and back. A No. 8 catheter with 3 1-3 mm. bulb 
revealed a dense stricture at the bifurcation of 
the iliac artery. There was complete relief 
yea six dilatations, when the culture became 
sterile. 


I shall mention another case which was not 
completely worked up, but is interesting as a 
case of eclampsia with pyelitis. This patient, 
Mrs. K., was referred by Dr. Ruzicka, came to 
the hospital in eclampsia, and had a cesarean 
section at once. Mother and child both lived. 
The patient ran a temperature of 103° with chills 
and pain in right side for the first three or four 
days. A catheterized specimen showed Bacillus 
coli with many pus cells. She was treated with 
forced water and left the hospital much im- 
proved. Since that time, however, she has had 
a return of the pain, but her physician was 
unable to have her return for treatment, and 
at present she is threatened with an operation 
to remove her appendix. 


Case V.—Mrs. G. M. E., white, 23 years of age, 
para 1, was referred by Dr. Macks. The first 
admission was in 1918, when she complained of 
being nervous, having a dizzy feeling and pain 
in the back. The pain was intermittent in char- 
acter, extended to the right lower abdomen, and 
was sometimes sharp and shot down the right 
leg. It had been present since the birth of 
her child one year previously. The first attack 
was while pregnant. 


Physical Examination.—This showed a right 
inguinal hernia, palpable right kidney, retro- 
verted uterus, slight tenderness over the appen- 
dix and the urine showed a few pus cells. The 
operation performed by me was suspension of 
the uterus, appendectomy, right inguinal her- 
nioplasty and dilatation and curettage. The pa- 
tient was better for three years, but always com- 
plained of pain in the right side and backache. 
She returned to my office in February, 1921, com- 
plaining of backache and pain in the right side 
extending down the right leg, and frequency of 
urination, especially at night. At that time she 
recalled a trace of blood in the urine while preg- 
nant and again about six months previously. 
She entered the Maryland General Hospital May 
24, 1921, with a typical attack of renal colic. 
X-rays showed a small stone low down in the 
right ureter. A No. 8 catheter was passed with 
31-3 mm. bulb with a successful delivery of the 
stone. A catheter was again passed, which 
showed a definite stricture at the broad ligament 
area. The patient refused further treatments, 
claiming that they were too painful. Conse- 
quently she still has her old pain despite the fact 
that she has become a “Christian Scientist.” 


Case VI.—Mrs. L. C., 24 years of age, para 1, 
was referred by a nurse. She complained of se- 
vere pain in the left side and was four and a half 


months pregnant. 
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Her family history was negative except that 
her mother died at the age of 20 years in confine- 
ment. 


Past history showed tonsillitis, but was other- 
wise negative. 


Present illness began March 21, 1919, when 
she was four and a half months pregnant. She 
had a feeling of pressure just above the sym- 
physis and a great desire to urinate. She did 
urinate, but at the end of the act felt as if there 
were some more urine in the bladder but that it 
could not come out. She had polyuria at that 
time. She had pain in the back on the left side 
which radiated to the bladder and she felt nau- 
seated and vomited easily. 


A definite pain developed in the left kidney 
region, which was very severe and relieved only 
by opiates. Pain of the same sort recurred at 
short intervals, but was not very severe. The 
urine during that time was cloudy, but not 
bloody. There was polyuria just before the abate- 
ment of the pain. 


Cystoscopic examination showed congested 
bladder and trigone. The left ureter was cathe- 
terized with a No. 8 catheter. A specimen and 
culture were taken, and the kidney pelvis was 
washed with 1-1000 silver nitrate solution. The 
specimen showed pus cells and the cultufe grew 
Bacillus coli in mixed infection. Two more 
treatments with bladder irrigations of boracic 
acid, leaving in 1 oz. of 1-1000 silver nitrate 
caused the acute symptoms to subside. The tem- 
perature became normal and the patient remained 
fairly comfortable until July 7, 1919, when she 
was admitted to the Hospital for the Women of 


Maryland, three weeks before term. At that’ 


time she had severe chills, temperature around 
102° and a great deal of kidney and bladder dis- 
tress. Induction of labor was attempted with 
castor oil and quinin without successful results. 
A large bougie was inserted into the uterus, labor 
started and terminated practically normally ex- 
cept for the kidney and bladder symptoms. Pye- 
litis continued, but was improved when the pa- 
tient left the hospital two weeks later. In sev- 
eral months she had a severe attack resembling 
kidney colic which required morphin. 


Ureteral examination revealed a definite stric- 
ture at 9 cm., but the patient has not recovered 
because she neglects treatments. 


DIAGNOSIS 


The question of diagnostic measures is 
possibly the gravest one in this paper. 
This immediately flashes to the mind the 
importance of thorough clinical histories, 
for here we get data that all the labora- 
tory and x-ray reports cannot give. There 
have been and are today many pregnant 
women who are operated upon for ap- 
pendicitis, gall bladder disease and pelvic 
conditions, when pyelitis is the disease 
causing their symptoms. 
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Women in the puerperium who have a 
sudden rise of temperature, often with a 
chill, many times puzzle the physician, who 
is looking with dread for a puerperal jn- 
fection. The abdomen may be soft and 
free of pain and tenderness with only 
slight pain in one or the other side, and 
usually tenderness over the kidney area, 
These cases deserve a thorough examina- 
tion of a catheterized specimen of urine 
at least to rule out pyelitis. 


Less than a year ago I walked into the 
operating room of one of the best run hos- 
pitals of a large city, with excellent labor- 
atory facilities, and saw a well trained 
surgeon removing a normal appendix from 
a pregnant woman. He asked me what I 
thought caused all the chills and tempera- 
ture. I immediately told him that if the 
patient had chills she very probably did 
not have appendicitis, but very probably 
did have pyelitis. This led us to the lab- 
oratory, where a negative report had been 
hurriedly made on a catheterized speci- 
men of urine, in which we found much 
pus, and on careful questioning we learned 
that the urine examination had not in- 
cluded a microscopic examination. This 
patient’s chances of recovery were made 
worse, and at best she was not helped, by 
operation. This should be a lesson to the 
bold surgeon who constantly relieves the 
female of her appendix and inflamed or- 
gans without a thorough clinical history, 
physical diagnosis, laboratory examina- 
tion and lastly, but not least, in many 
cases a careful cystoscopy. 


The method of diagnosis I use has been 
more or less vaguely brought out in my 
report of cases. Like everything else in 
medicine, the diagnosis is the important 
feature. The treatment may be varied, 
with similar results, in different hands, 
which brings up the fact that pyelitis it- 
self is more or less a self-limited disease 
which will clear up and remain clear for 
short or long periods, the time being due 
to the etiologic factor in most cases. The 
etiology of pyelitis in the majority of cases 
is hematogenous. It is caused frequently 
by remote foci which appear almost harm- 
less at times, the three most evident of 
which are the tonsils, teeth and sinuses. 
The intestinal tract plays a more or less 
important part at times. The etiology of 
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pyelitis in pregnancy is somewhat differ- 
ent, as the patient may already have had 
a pyelitis, which was inactive. Hunner 


states that 


“of his last seven cases of pyelitis developing 
during pregnancy or soon after delivery, three 
of which were bilateral, he was able to demon- 
strate stricture of the ureter in all but one case. 
This is probably a much higher percentage as- 
sociated with stricture than we would find in a 
larger series. In most of such cases the stric- 
ture is probably present before the pregnancy 
and the added congestion of the tissues after 
conception sets up a slight hydronephrosis which 
becomes infected during pregnancy or imme- 
diately after. 

“Some of the cases of pyelitis of pregnancy 
due to stricture clear up spontaneously after 
labor, after the congestion and edema incident to 
pregnancy have disappeared. Others continue 
as a chronic pyelitis until treated. Most cases 
of pyelitis of pregnancy which clear up spon- 
taneously or after a few irrigations with silver 
solution, do so because a stricture is not pres- 
ent, or because the slight dilatation of the 
stricture incident to passing an ordinary renal 
catheter is beneficial.” 


TREATMENT 


There has been much written on the 
surgical treatment of pyelitis of preg- 
nancy. Edward P. Davis, of Philadel- 
phia, gave an excellent review before the 
Section on Obstetrics and Gynecology of 
the American Medical Association, held 
at Atlantic City, June, 1912. He is a 
strong advocate of drainage by nephrot- 
omy and forcibly brings out the impor- 
tance of surgical interference before it is 
too late for both mother and child. Cer- 
tain cases have been allowed to advance 
to the stage of grave illness where a ne- 
phrotomy was evidently indicated, and in 
other cases when an overwhelming mixed 
infection was present, the kidney has been 
allowed to become riddled with abscesses 
which resulted in pyemia or septicemia. 
It is the purpose of this paper to remind 
you that if we do not obtain quick relief 
from the more common therapeutic agents, 
such as forced water, hexamethylenamin 
and alkaline diuretics, it is our duty to 
find out by cystoscopy whether or not 
there is a definite damming up caused by 
a stricture or something else, and to en- 
courage drainage by dilating and lavage 
with some antiseptic fluid, such as a weak 
solution of silver nitrate. This treatment, 
I believe, will at least attenuate the infect- 
ing organisms, allow freer drainage and 
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stay the almost inevitable premature la- 
bor. 


It may not cure the pyelitis, but this 
can be reckoned with later and if caused, 
as my experience has shown, by ureteral 
stricture, this can be cured by removing 
the nidus of infection and dilating the 
strictured area by graduated wax bulbs 
ranging from 3 1-3 mm. to 5 mm. in diam- 
ng on a No. 8 or 9 French ureteral cathe- 
er. 


In conclusion, let me say that I have 
nothing new to offer as to the infecting or- 
ganisms. The Bacillus coli is commonest 
and the staphylococcus and the strepto- 
coccus may be present. Far too many ba- 
bies and mothers are lost by watchful 
waiting, and far too many laparotomies 
are performed for appendicitis, gall blad- 
der and pelvic diseases where careful his- 
tory taking with careful urine examina- 
tion would have cleared up a diagnosis, 
for ureteral stricture plays a most im- 
portant role in pyelitis activated only by 
pregnancy. These cases, taken before 
the patient threatens to abort, can be re- 
lieved by cystoscopy with pelvic lavage, 
dilatation, and drainage through the 
natural channels. After labor and the 
puerperium are over, most of these cases 
subside to be followed later by pain in the 
kidney region extending to the affected 
side and bladder, at which time removal 
of the nidus of infection and dilatation of 
the stricture will cause a permanent cure. 
44 West Biddle Street 


DISCUSSION 


Dr. H. W. E. Walther, New Orleans, La.—The 
term “pyelitis of pregnancy” is often a mis- 
nomer, in that what we are actually dealing with 
is an acute exacerbation of a chronic pyelitis 
occurring during the pregnant state. These cases 
have had infected kidneys probably for years and 
the simple fact of the woman’s becoming preg- 
nant and the uterus’ enlarging in the abdomen 
and falling backward produces pressure upon the 
ureters sufficient to give an acute exacerbation, 
fever and pain and the usual symptoms the Doc- 
tor has described. These patients are very ill 
at times, and certainly it behooves us to make a 
correct diagnosis. 


The Doctor mentioned a point I wish to empha- 
size, and that is the importance of obtaining a 
specimen of urine and also subjecting that urine 
to microscopic study. These two points cannot 
be stressed too emphatically. In the past when 
we looked once a month for albumin we felt we 
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were doing our duty; but we have to go a step 
farther. We have to look at the centrifugalized, 
stained sediment. 

Undoubtedly cystoscopic lavage must be re- 
sorted to in those cases that do not respond to 
the usual medical treatment given by mouth. I 
have not personally experienced much benefit 
from a weak solution of silver nitrate, such as 
1-1000 or 1-50,000. I routinely employ 1 and 2 
per cent, and I believe I save the patients some 
cystoscopies. 

There is no doubt that drainage of the kidney 
by means of the catheter is good if it is pro- 
longed for twenty-four hours, if it can be tol- 
=~ The indwelling catheter helps appreci- 
ably. 

I cannot agree that all these cases are due to 
ureteral stricture. I would rather call them cases 
of ureteral “obstruction.” We have always 
known there was a pathological entity ureteral 
stricture, and we occasionally meet it, but that 
it is common, at least I and my associates and 
co-workers in New Orleans have not been able 
to substantiate. It is true that the urologist sees 
more of these cases, but I contend that many 
of them are ureteral obstruction, due either to 
pressure or kinks. Some of the lantern slides 
show very beautiful pictures of ureteral kinks, 
but to say that the kink is caused by the stricture 
I think should be turned around and we should 
say that the stricture is caused by the kink. I 
cannot, therefore, subscribe to the idea that 
stricture plays a very important part here. 

One of the men this afternoon spoke of the 
small community man and his handicaps. I feel 
that in this condition many times cystoscopy is 
absolutely imperative to give the patient relief, 
and where one cannot get catheterized specimens, 
microscopic study and cystoscopy for one’s pa- 
tients, one should get busy and find some man in 
the community who will do this for the town. 
There is no substitute for this kind of work; and 
to say that this study cannot be obtained is re- 
flecting on one’s ability and the community. 


Dr. Thomas B. Sellers, New Orleans, La.— 
During the past year I have had two cases of 
ureteral kinks complicated by pregnancy. 

In the first case, I induced labor at the eighth 
month on account of persistent pain in the region 
of the right kidney. At times it was unbearable. 
During puerperium she was cystoscoped several 
times with great difficulty, followed by a severe 
reaction. 

The second case went to term. I kept her in 
bed a greater part of the last six weeks of her 
pregnancy and also had her cystoscoped several 
times during that time, which seemed to give her 
a great deal of relief. 

We must not forget the possibility of a hydro- 
nephrosis in these cases. If the pain and dis- 
comfort persist over a period of time, labor 
should be induced about the eighth month or ear- 


lier if indicated, as Dr. Kloman has already men-_ 


tioned. 

I am convinced that cases of chronic pyelitis 
with a kink due to ptosis of the kidney should 
be advised against future pregnancy, especially 


if they do not respond to treatment. My experi- 
ence has been that surgical treatment (suspen- 
sion of the kidney) is very unsatisfactory in the 
majority of cases. Should the abdomen be 
opened for any other reason I believe they should 
be sterilized. 


Do not forget the possibility of a tuberculous 
infection in all chronic cases, with or without 
a ptosis of the kidney. We all know how hard 
it is to find the organism. Many times we have 
a mixed infection. 


Dr. T. Brannon Hubbard, Montgomery, Ala — 
I do not do obstetrics, but I am closely associated 
with a man who does a great deal of obstetrical 
practice. I have had some rather striking and 
gratifying experiences with his cases, treating 
them with the cystoscope. Some of these get 
well spontaneously or at least do not suffer a 
great deal, and some I have seen at the point 
of death. I have had one case along the line 
that Dr. Walther brought out, at about the eighth 
month, a woman who had been vomiting, with 
pyelitis and distension of the pelvis of the kid- 
ney. We kept the catheter in, intermittently, for 
ten days. There was much retention, and as 
long as the catheter was left in the nausea was 
relieved. That went on until she was delivered 
of a living child. I do not think it makes much 
difference at what time in pregnancy you get the 
case. Some of them present very difficult prob- 
lems of diagnosis. I had one a month or two 
ago that was the most striking and perplexing 
from a diagnostic point of view that I have seen 
for some time. She was just about at term and 
had violent pain on the right side, and the ob- 
stetrician thought it was appendicitis. Her 
blood count was only about 12,000. It was 
a question whether she had acute appendicitis or 
acute pyelitis. He said, “What shall I do? If 
we operate and she goes into labor in a short 
time, it will be bad. If we do not, it will be 
worse.” I catheterized the ureter, assuming that 
she had appendicitis. The urine gushed out and 
her pain was relieved. We left the catheter in 
for twenty-four hours and she was delivered of 
a fine child and got along all right. 


I have a good many women patients, and I 
am one of those who believe in ureteral stric- 
ture. I am sure there are a good many such 
cases. I can show Dr. Walther cases which un- 
doubtedly are ureteral stricture. 


Dr. E. T. Newsom, Sheffield, Ala.—A rose by 
any other name is still a rose. It makes very 
little difference what we call the narrowed places 
in the lumen of a ureter. If that place is there, 
it is up to us to find out about it and say that 
it is there before instituting treatment medically 
or surgically. 

One thing I would like to impress upon small 
town men, if there be any present besides myself, 
the men from the hills, as they have been referred 
to this afternoon. I have always been in a small 
town. I probably always will be unless there 
is a rapid increase in population before my death. 
I think that it is used too much as an excuse 
for not having instruments of precision, such 
as the cystoscope, with which to differentiate one 
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malady from another, and for not having the nec- 
essary equipment for prompt aseptic surgical in- 
tervention when such a procedure is indicated. 
I think we are all inclined to go East, and I go 
every time I have enough money to stay a while, 
and I sit there and listen to better men, who 
have had years of experience, talk while they 
work. In such instances I am not so much in- 
terested in the instrument they are using as I am 
in the mature judgment that is theirs from years 
of experience with a large number of cases. I 
would rather follow their methods of reasoning 
out a differential diagnosis than to know what 
kind of light they have on the end of their cysto- 
scopes. The important part of differential diag- 
nosis, the Alpha and Omega of our business, is 
careful history taking, painstaking physical ex- 
amination, with no thought of loop knots or the 
way the suture is passed until we reach that 
point. 

Dr. J. George Dempsey, New Orleans, La.— 
Physicians and operators are a little-lax in their 
methods in not having the urine catheterized 
properly and following up their cases. 

Few physicians insist upon the patient’s re- 
porting for subsequent examinations after a case 
of pregnancy. 

If the previous condition of many of these 
cases were closely observed it would be found 
that the pus antedated the pregnancy, and that 
it was due to some other condition besides preg- 
nancy. 

Dr. Basil M. Taylor, Greensburg, Ky.—Dr. 
Kloman speaks of using nitrate of silver 1 to 
1000. Why does he not use other preparations of 
silver such as we occasionally use in the bladder? 


Dr. Walter E. Levy, New Orleans, La.—Does 
posture have anything to do with the relief of the 
condition? = 

Dr. H. A. Davidson, Louisville, Ky—Do you 
use autogenous vaccines in any of these cases of 
pyelitis of pregnancy? 

Dr. Kloman (closing).—Dr. Walther and Dr. 
Sellers both insist that my stricture cases are 
kinks, and Dr. Walther intimates my strictures 
are due to kinks. One of the cases I displayed 


. on the screen showed definite kinks above the 


stricture area and I admit that it is debatable 
whether the stricture was first or the kink. Be- 
ing a disciple of Dr. Guy L. Hunner, I have al- 
ways believed that the kink follows the stricture. 
In other words, the stricture causes a hydrone- 
phrosis, which means a heavy kidney. The kid- 
ney drops and the ureter kinks. My chief rea- 
son for believing this statement is because when 
these cases have their strictures dilated the kinks 
disappear. There has certainly been no direct 
attempt to treat the kink. 


The organic silver salts have been tried by 
many. Personally, I have gotten sucn good re- 
sults from silver nitrate that I have no reason 
for trying other preparations. It is very essen- 
lal, however, that the silver nitrate should be 


. Prepared with distilled water and kept in a dark 


container, comparatively fresh. 
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Autogenous vaccines have been tried by some, 
but I think without very gratifying results. 

I was asked if postural treatment is beneficial. 
I nearly always keep these patients sitting up 
when they are ill, but I do not believe that pos- 
tural treatment alone would do a great amount 
of good. There are certain mild cases of pyelitis 
that would be relieved by nearly any treatment 
where it is necessary to have rest. I wish to 
reiterate that the cases I have been speaking of 
have all been in very ill women. 


USE OF THE LANE BONE PLATE* 


By A. W. RALLS, M.D., 
Gadsden, Ala. 


The author does not question the merit 
of other types of internal fixation of frac- 
tures in the long bones, nor does he wish 
to make extravagant claims for the Lane 
plate in simple and easy cases. Neither 
does he advocate indiscriminate and care- 
less operative interference. Simple frac- 
tures mainly will be discussed. 


A fracture is a surgical condition and 
there is a tendency of late years more 
often to apply laws of surgery and laws 
of mechanics, which in many cases can be 
carried out properly only by a good in- 
cision, careful inspection of the field, and 
accurate anatomic adjustment. 


Some writers and operators in recent 
years report the use of the Lane plate with 
an apology. I have used it with satisfac- 
tory results for the past twelve years. 

I have used a Geiger bone set since this 
mechanical contrivance came into use, and 
I have plated often with good results 
where an autogenous graft was not prac- 
ticable. In July, 1909, soon after Mr. 
Lane’s Atlantic City paper on the use of 
his plate, I followed his method in a large 
number of his bone cases in the London 
General Hospital. Disappointing results 
are had in many cases, because his technic 
of instrumental manipulation is not prop- 
erly adhered to. 

Many operators are capable of prop- 
erly applying a plate who have not the 
training to do an inlay graft, and the 
Lane plate can serve a greater number of 


*Read in Section on Surgery, Southern Medical 
Association, Sixteenth Annual Meeting, Chatta- 
nooga, Tenn., Nov. 13-16, 1922. 
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operators and patients than any other one 
method of internal fixation. In point of 
real service it eclipses all other methods. 

History.—Sir Arthbuthnot Lane did his 
pioneer work in 1908 and 1909, and did 
not receive the endorsement of his col- 
leagues, many of whom later heartily ap- 
proved this method. Later came the Par- 
ham band, decalcified bone plate, Smith 
clamps and other similar devices, the ob- 
ject of each to produce as nearly as pos- 
sible perfect apposition anatomically and 
immobility of the fracture seat. 

The Lane plate is being used more the 
past three years than ever in its history. 
Our best results have been obtained in 
the femur, tibia, forearm, and the various 
condylar fractures of the elbow, particu- 
larly fractures of the elbow in children, 
either condyle, the T-fracture, or supra- 
condylar. Our table includes thirty-two 
cases of fracture of condyles, without a 
deformity, without paralysis, without in- 
fection, and with perfect functional result. 

This report is taken from our operative 
records covering a period of four years. 
There were 121 fractures of the long 
bones. Sixty-nine of this number were 
treated by internal fixation. Sixty-seven 
had a Lane plate applied, and in two cases 
a bone peg was used, one in the fracture 
of the neck of the femur, and another in 
a fracture of the head of the humerus. All 
were recent fractures except three. 

The incidence of fracture as to location 
was: 


26 fractures of the humerus.................... 7 plated 
33 condylar and supra-condylav............ 27 plated 
27 femur-shaft 14 plated 
24 tibia (fibula also 13 plated 
19 ulna 3 plated 
17 radius ....... 5 plated 


There was one infection in a femur case, 
two in the humerus class, two in the tibia, 
and none in the elbow. There was only 
one case of non-union, and that was in the 
tibia. A second tibia case, a miner with 
severe maceration of the soft parts and 
comminuted fracture, had slight infection 
for two months. Both infection cases had 


much laceration and later sloughing of the 


soft parts. Two of the tibia cases were 
plated one week after accident. Both were 
compound. Both recovered function and 
union at the end of the second and third 
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month. We did not have non-union jn 
humerus, femur, radius or ulna. 


In the infected cases the plate was re. 
moved about the end of the sixth week, 
but judgment was based upon skiagraphic 
reports. 

One femur case had delayed union and 
one had slight bowing from early walk- 
ing. Of the twenty-seven operative con- 
dylar fractures, there were fifteen supra- 
condylar or T-fractures, three of the in- 
ternal condyle and nine of the external 
condyle. 

Of this twenty-seven cases the plate was 
removed in eleven. None of the above 
cases were secondary operations or so- 
called reconstructive cases. 

Sir Rutherford Morrison, in a _ recent 
article, reports a large number of war in- 
juries treated by himself in the Royal Vic- 
toria Hospital, in which he used the Lane 
plate freely, and to quote him, “with ex- 
traordinarily good results.” In this very 
exhaustive article of Mr. Morrison many 
photos and skiagrams are shown in which 
he applied from one to three plates in 
many individual cases, on one long bone, 
and not infrequently he secured long in- 
ternal bone grafts by means of the plate. 
He further states: 

“In the humerus and the femur I do not think 
any method of fixation can equal the metal plate 
if the bone is firm enough to hold the screws. 
If it were true that a plate prevented osteogen- 
esis so that the graft could not unite, plates 
would of course be taboo. But this is not true 
and my cases prove it. Lane plate fix- 
ation of bone grafts can be successful where 
other methods have failed.” 

Henderson, in an article on fractures of 
the femur, reports 122 cases of fracture 
of the shaft with 69 open operations. Of 
these 69 operative cases, the metal plate 
was used 58 times, or in 78 per cent of 
cases. I wrote Dr. Henderson, whose re- 
ply was: 

“Bone plating is not popular with. many 
writers of today, but it has advantages in that 
it is easy to apply, and causes less shock to the 
patient. Sepsis is more liable to follow and the 
plate should be removed as soon as union 1S 
firm.” 

Mr. Lane is now using his plate in a 
greater variety of cases than ever. : 

Morrison reiterates old proverbs, in . 
that if the surgeon does not feel that he 


if 
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can do clean aseptic bone surgery, he 
should not attempt the use of the bone 
plate. He also repeats the old advice, that 
if the plate be long and large enough prop- 
erly to splint the bone, external fixation is 
not necessary. 


To my own mind the Lane plate more 
nearly approaches the fulfillment of the 
mechanical and physical laws embodied 
in this character of work than any device 


‘ known. It should even have precedence 


over the graft, when great strength is re- 


quired. 

Doege, in an article of June, 1918, 
stated : 

“(1) All simple fractures that are readily re- 
duced by manipulation but show a distinct ten- 
dency to redisplacement are treated by the open 
method of reductiun. (2) All simple fractures 
that cannot be accurately reduced by manipula- 
tion are properly adjusted by operation. (3) 
Only those fractures that have been reduced by 
the open method and which, after reduction, show 
a tendency to redisplacement, as determined by 
free passive motion performed while the wound 
is still open, are immediately plated.” 

He approves of “the routine removal 
of the plate in all cases where there is a 
possibility of irritation, or where the plate 
may act as an irritant to joints, tendons 
or nerves.” This writer advocates, how- 
ever, the removal of every plate as soon 
as it has performed its function, and, like 
the majority of writers on this subject, 
he also warns against operative interfer- 
ence where the soft parts are severely con- 
tused, whether the fracture be simple or 
compound. 


Jonas feels that the individual work and 
phenomenal success of Mr. Lane alone has 
made the open reduction method popular 
beyond all others. He also points out the 
fact that Lane did not always mention the 
details of his perfect technic, and his ex- 
acting and painstaking aseptic procedure, 
hence many operators failed to realize the 
importance of keeping the fingers out of 


_ the wound. 


Harrigan, in the Annals of Surgery, 
1919, stated that he is an advocate and 
partisan of the Lane plate in certain types 
of fracture. He reports a series of sixty- 
two open operations for simple fracture 
on the humerus, femur, tibia, radius and 
ulna, with the use of the Lane plate in 
thirteen cases, or 20 per cent of the total 
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cases. He stresses the oft-repeated car- 
dinal point that no method of internal fix- 
ation hastens bone union and that the sole 
object of an operation is to secure ana- 
tomic reduction of a bone. His ideal indi- 
cation for a Lane plate is a subtrochan- 
teric fracture of the femur. Few will ad- 
mit that any other type of treatment of- 
fers a reasonable hope for perfect immo- 
bilization in such cases. He states that 
certain types of fracture can be reduced 
and immobilized only by using the Lane 
plate. He also admits that the use of the 
Lane plate is decreed by many to be “dan- 
gerous and uncertain.” A conclusion of 
these facts is that the “‘validity of these 
objections is usually based on clinical ex- 
perience.” It occurs to me that many op- 
erators do not get results on account of 
poor technic. 

F. D. Saner, in the London Lancet, in 
April, 1920, in an article entitled “The 
Plating of Simple Fractures,” enters a 
general discussion of its use. The length 
and thoroughness with which he treats 
this subject bespeaks his knowledge and 
appreciation of the value of the plate. He 
brings to notice two principles in the 
treatment of any fracture of a long bone: 
(a) restoration of the anatomical line, (b) 
preserving the function of the joints be- 
low and above the seat of fracture. Mr. 
Lane is quoted as saying that 
“a restoration of the soft structures to their 
original position depends entirely upon the re- 
duction of the bone; and the movements of the 
joints are often hindered by misplacement of 
the muscles at the seat of fracture. Also, the 
body weight, in the long bones of the lower limb, 
may place a strain upon the seat of a faulty po- 
sition which ultimately affects the joints.” 


In the British Journal of Surgery, 1918, 
the same writer discusses both the closed 
and open method of treatment of frac- 
tures of the long bones. I quote a para- 
graph:. 

“T believe if the soft structures are destroyed 
sufficiently to allow the effects of tension a com- 
plete reduction of the fragments may be obtained 
by non-operative measures. The effusion of blood 
into closed fascial compartments with little or 
no destruction of the soft parts offers an almost 
solid resistance, and renders immediate or even 
eventual reduction extremely difficult; and in 
cases where the displacement is severe, almost 
impossible. Therefore in such cases that demand 
operative treatment the method of choice is that 
of plating as evolved by Sir Arthbuthnot Lane, 
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and I am advocating this method for the treat- 
ment of simple fractures.” 

This article lays stress upon the neces- 
sity of a free incision, both for the pur- 
pose of using a long plate easily, and also 
more properly to control oozing which 
may continue afterward and increase the 
liability of bacterial invasion. It is good 
practice to leave hemostats in situ as long 
as possible, so that many small bleeding 
points may not have to be tied; 

“for the absolute sterility of the suture material 
is uncertain, and tying necessitates a definite 
risk of touching the field with the fingers.” 

The cut edges of the muscle should have 
a few intermediate sutures of cat gut to 
assist in the arrest of bleeding. It is 
highly important that the plate fit the bone 
snugly in order not to place undue strain 
on certain screws, which will loosen them 
and necessitate the removal of the plate. 
Another principle of importance is that 
the gauge of the drill should be finer than 
that of the screw and the hand drill al- 
lows the operator to determine better the 
density of the bone. 


Saner claims to have pictures of plates 
in situ for seven years and more, which 
show no evidence of rarefication of the 
bone about the screws. When there is 
perfect apposition of the fragments, very 
little callous is thrown out. Skiagrams 
are deceiving as to the progress of union. 
If weight bearing is allowed too early, 
there is a great tendency to undue strain 
on the plate with resulting loosening of 
the screws. 


Swett, in the Journal of Orthopedic Sur- 
gery, 1919, reports twenty-eight cases of 
plating of long bones, including femur, 
tibia and fibula, radius and ulna. In these 
twenty-eight cases sepsis was encountered 
in two instances, but cleared after remov- 
ing the plate. There were no cases of 
vicious or non-union, but one case of low- 
grade osteomyelitis which was relieved on 
removal of the plate. This writer feels 


that results in this report were far better 
than could have been obtained by any 
other method. 

Time does not permit discussion of the 
after treatment, but a Thomas leg or arm 
splint offers the method of choice for rest 
of the limb. 
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Compound fractures present a problem 
wholly different from that of simple frac- 
tures, but there are cases in this type 
which are best treated by plating. 


ADVANTAGES OF THE BONE PLATE 


(1) Gives perfect coaptation. 

(2) More nearly produces complete im- 
mobility at the seat of fracture. 

(3) Allows more strain at the point of 
union than other splints. 

(4) May operate perfectly without the 
aid of external splints. 

(5) Has the advantage of quick appli- 
cation and slight trauma. 

(6) Less bulky than many internal 
splints. 

(7) It is more trustworthy in a septic 
field than other forms of splints. 

(8) Its long life and low cost deserve 
consideration. 

(9) It is not necessarily taboo in a sep- 
tic field. 


FACTORS GOVERNING ITS PROPER USE 


(1) A frequent mistake is using a plate 
too short. 

(2) There is less trauma if we apply it 
on top of the periosteum instead of be- 
neath it. 

(3) There is more danger of infection 
in the very young and very old, due to low- 
ered resistance. 

(4) The plate should rest well against 
the bone in a snug fashion and be free 
from motion. 

(5) There must be strict instrumental 
technic instead of finger. 

(6) We do not advise routine removal 
of the plate. 

(7) The plate should not be used in pa- 
tients having wasting diseases. 

BIBLIOGRAPHY 
Morrison, Sir Rutherford: Surg., Gyn. and Ob., 34; 642, 


May, 1922. 
_* Melvin S.: J. Orthop. Surg., 3; 520, October, 


17:10, June, 1918. 


Doege, Karl: Wis. M. J., 
3 :329, October, 1918. 


Jonas, A. F.: Neb. State Med. J., 

Harrigan, A. H.: Ann. Surg., 69:161, February, 1919. 

Saner, F. D.: Lancet, 198:812, April, 1920. 

Lane, Sir Arthbuthnot: Brit. Jour. Surg., Vol. 5, 19:1918. 

Swett, P. P.: Lincoln, Neb., J. Orth. Surg., 1:673, Feb- 
ruary, 1919. 


DISCUSSION 


Dr. Frank K. Boland, Atlanta, Ga.—I cannot 
agree in the use of the Lane plate. I used the 
Lane plate ten or twelve years ago when it was 
first advocated, used it for two or three years 
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and then abandoned it and have not used it since. 
I believe we can get away from the use of metal- 
lic substances in the bone. They act as a foreign 
body and infection is very frequent, as we know. 
It is very difficult to keep them in place, as they 
easily become loosened, causing irritation and in- 
fection, and we frequently have to remove them. 
I know of cases where they are still in after 
several years’ time, but in my experience are less 
successful. Theoretically, of course, the idea is 
good. Many fractures cannot be properly re- 
duced except by an open operation. I believe, 
however, if we can get reduction that gives us 
function that is useful, we should stay away 
from the open operation, and most fractures can 
be taken care of by reduction by a man who gives 
proper thought and care to the treatment of the 
ease. There are some, of course, that have to 
have the open operation, but they should be un- 
dertaken by the man who has an aseptic con- 
science and the operation should be carried out 
with the most careful technic; for we know the 
seriousness and chronicity of bone infection. 
Many cases have the interposition of muscle and 
other tissue between the fragments, and it is 
impossible to get perfect coaptation of the frag- 
ments except by seeing them and knowing they 
are placed together. In those cases open opera- 
tion is indicated. In several instances I have op- 
erated upon fractures of the femur and I believe 
it is in the femur that open operation is most 
frequently indicated. I have found in half a 
dozen cases in the last eighteen months that I 
was able to operate and dove-tail the fragments 
together so that the pointed end of one fragment 
was held in the groove in the end of the other 
fragment, and then by the use of kangaroo ten- 
don running in two directions the fragments were 
held in fair position and by the use of plaster 
of Paris splints I got fine results in those cases. 
The use of an absorbable material like that is 
better, if it can be used at all, than the use of 
any metallic substance. However, if a man can 
get the results Dr. Ralls has reported he should 
stick to that treatment. There are several meth- 
ods of obtaining good results and each of us 
should stick to the method that has proven suc- 
cessful in his hands. 


Dr. Isidore Cohn, New Orleans, La.—My im- 
pression from a certain amount of experience 
with fractures is that we should learn two 
things: first, better diagnosis, not devoting our 
time so much to better technic. Second, better 
diagnosis on the part of the men who see the 
cases first will permit an earlier reduction of the 
deformity. Deformity in the majority of in- 
stances can be reduced by conservative princi- 
ples when applied along anatomic lines. 

It is important that we understand certain 
physical principles along with our knowledge of 
anatomy and apply the two for the benefit of the 
patient. An equilibrium of forces is what we 
have in the harmonious action which permits of 
the co-ordination of our muscles. Without that 
proper equilibrium of forces it does not matter 
what kind of traction you apply, you will not 
have a return of function. An absolute anatomic 


RALLS: USE OF THE LANE BONE PLATE 379 


restoration is necessary for good function and 
that can be attained if one will remember that 
there are certain groups of muscles which are 
attached to each fragment. The fragment over 
which we have no control is pulled in a direction 
over which we cannot have any control at all. 
To produce an anatomic restoration we must put 
the fragment over which we have control into the 
axis-of the fragment over which we have no 
control. This can be done by conservative means. 
In our work at the Touro Infirmary in New Or- 
leans and in the teaching at Tulane, some of us 
have been carrying out our teaching along those 
lines and have not been forced to put in nails, 
wires, or any other type of hardware, as Dr. Eve 
calls it. Compound fractures are treated as 
nearly as possible as simple fractures, by debride- 
ment and putting properly applied traction where 
it belongs. If we look at pictures of cases at 
Bellevue Hospital sixty years ago we find that 
traction and suspension were in use then, so it 
is not so new after all. 


We hear a great deal about internal fixation. 
Now, there are many good traction tables, such 
as the McKenna, the Hawley and the Albee 
adaptation of one of these. Properly applied with 
the use of the proper x-ray machine, reduction 
can be accomplished. This will enable us to 
apply the principles of massage and passive mo- 
tion, and we will get just as good results as with 
any type of internal fixation. Up to the present 
we have not had to use Lane plates. 


I am sorry to disagree with Dr. Ralls on an- 
other point. I notice that he has been putting 
in screws and nails in the joints of very young 
children. I believe that trauma around the epi- 


physes is dangerous and that it should be. 


avoided. If there is any one place where we 
should avoid internal fixation it is in the joints 
of very young children. 


Dr. James K. Simpson, Jacksonville, Fla.—I 
heartily second what Dr. Cohn said about the 
use of plates and nails around the joints of 
young children. To plate the supracondylar 
joints of children is very dangerous. I have had 
excellent results by reducing under the fluoro- 
scope and putting the joint up in the Jones posi- 
tion. I do not see any use in opening the elbow 
joint of the young child. The x-ray has made us 
a little hypercritical in some ways. The bones 
sometimes do not look well in the x-ray, but if 
the child has a good functioning arm it does not 
matter how the x-ray picture looks. In only a 
very small percentage of cases is it necessary to 
do an open operation upon these fractures. In 
some cases where you cannot get good reduction 
under the fluoroscope it is justifiable to open, do 
the reduction, and then put the arm in position 
without the use of any foreign material at all. 
I am not in favor of putting in any foreign ma- 
terial whatever. 

Dr. W. B. Burns, Memphis, Tenn.—The Lane 
plate should be used in the compound fracture, 
with the prospect of removing it. 
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I have been having much more trouble with 
fractures since I have been x-raying all my cases. 
They look bad in the x-ray plates. We should 
not use these foreign bodies as long as there is 
ossification and that continues. 

Dr. Boland spoke of using little bands to op- 
pose muscle action. I had one case in which I 
used a simple method with very good results. It 
was a case of compound fracture of the femur, 
where a flying piece of steel went through the 
muscles of the thigh and broke the femur straight 
across. Under the fluoroscope I was trying to 
get the fragments in position and get them to 
stay. I found that by a little manipulation and 
slight pressure I could get proper alignment. 
Just a little pressure on the outer side would 
hold it, so I put a heavy four-inch bandage next 
to the skin and let it come flush with the distal 
end of the upper fragment and made traction 
gently on the bandage at right angle to the bone 
and incorporated the bandage in my cast still 
held taut. I got perfect alignment and no short- 
ening. 

Dr. Ralls (closing).—I did not mean that we 
should plate every case of elbow fracture, but I 
believe everyone will agree that we get fractures 
about the condyle in which the Jones position and 
other positions will not give the result we wish. 
I have seen many cases where the results were 
not satisfactory. 

In regard to absorbable material, I went into 
a large instrument house recently and asked for 
decalcified bone plates. They told me they did 
not carry them and had never had a call for 
them. This shows how seldom men are using 
decalcified plates. I then asked if they sold many 
Lane plates, and the reply was, “A great many.” 
‘No doubt some operators attempt to do fracture 
work without operative measures; but there are 
cases in which operative procedures are neces- 
sary to obtain the best results. 


INTESTINAL RUPTURE FROM EX- 
TERNAL TRAUMA WITHOUT EX- 
TRA - ABDOMINAL EVI- 
DENCE: REPORT OF 
TWO CASES* 


By CHARLES A. VANCE, 
A.M., M.D., F.A.C.S., 
Lexington, Ky. 


An important fact which is apparently 
often ignored by the average practitioner 
of medicine is that intestinal rupture may 
occur from externally applied trauma 
without the production of sufficient sur- 
face evidence to suggest serious visceral 
damage. The cases to be described of pa- 


*Read in Section on Surgery, Southern Medi- 
cal Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 
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tients seen within a period of about thirty 
hours will emphasize the necessity for 
earlier surgical intervention, irrespective 
of accompanying local or general symp- 
toms, where the abdomen has been sgub- 
jected to external trauma. 


Every medical man is probably familiar 
with the ancient and pernicious text book 
dictum that one should await the appear- 
ance of symptoms definitely indicating vis- 
ceral injury following abdominal contu- 
sions before resorting to surgical inter- 
vention. Curtis thirty years ago collected 
116 examples of intestinal rupture from 
abdominal contusions. Not a single pa- 
tient was subjected to operation; and the 
mortality was 100 per cent. Notwith- 
standing the disastrous result in each in- 
stance, the author concluded h’'s article by 
stating the following principles: 


(1) That the treatment of abdominal contu- 
sions should be purely expectant in the early 
stages, until symptoms of internal injury have 
appeared, or until the full extent of the time 
in which they may be expected has passed. Ex- 
ploratory celiotomy at this time is inadmissible. 


(2) That when the symptoms of uncontrollable 
hemorrhage or serious visceral injury appear, 
celiotomy is indicated; but when the diagnosis 
is uncertain, the operation should always be be- 
gun as an exploration. 

(3) That great collapse is an absolute contra- 
indication to all operative intervention. 


(4) That when rupture of the intestine is 
found, the best method of treatment is to secure 
the injured gut to the abdominal wound and form 
an artificial anus. This can be easily relieved 
by a later operation when the patient has re- 
ceived his strength (Curtis). 

In advising colostostomy this distin- 
guished author evidently overlooked the 
important fact that in a considerable pro- 
portion of instances intestinal ruptures 
are multiple and not single following ex- 
tra-abdominal trauma. 


About fifteen years after the publica- 
tion of Curtis’ paper, Gage (1902) col- 
lected 85 additional cases in which intes- 
tinal rupture followed abdominal contu- 
sion. Of these patients 45 were not op- 
erated upon and died, and of 40 subjected 


to celiotomy, 17 recovered. Of 29 operated 


upon within twenty-four hours, 13 recov- 
ered. Of 4 subjected to operation within 
forty-eight hours, 2 recovered. One, op- 
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erated upon the fourth day after the in- 
jury, recovered. In one the time elapsing 
between accident and operation was not 
stated. Of the 45 patients who were per- 
mitted to perish without operation, 18 sur- 
vived less than twenty-four hours. Four 
operative cases were recorded by Gage, 1 
being successful and 3 fatal. 


Petry’s statistics (1906) covered 160 
cases of intestinal rupture treated with- 
out operation, the mortality being 93 per 
cent. In a later series (Siegel) of 376 
cases, the mortality was 51.6 per cent fol- 
lowing operative intervention. In opera- 
tion within the first four hours after in- 
jury the mortality was 15.2 per cent; five 
to eight hours, 44.4 per cent; nine to 
twelve hours, 70 per cent. 


The statistics presented by Sherk 
(1911) embrace 293 instances of visceral 
injury from extra-abdominal violence, the 
causative agencies being as follows: ex- 
plosion, 1; strain, 4; blows, 86; kicks, 51; 
“run over,” 38; falls, 53; “thrown,” 15; 
crushed, 42; and not stated, 3. The in- 
testines were injured 181 times; the liver, 
22; the spleen, 45; the pancreas, 25; the 
omentum or mesentery, 14; the dia- 
phragm, 5; and an ovarian cyst, 1. Pre- 
operative or ante-mortem diagnosis was 
made in only 101 of the 293 cases. Of 
these 101 diagnoses, 28 were general; 17, 
probable; 38, accurate; and 18, wrong. Of 
the 18 incorrect diagnoses, most were 
wrong as to the nature of location of the 
injury, not as to the fact. In 9 cases it 
was frankly stated that no diagnos's was 
made; while in 183 the diagnosis was not 
even mentioned. Stated in percentages, 
the figures are: no. diagnos’s, 65.5 per 
cent; wrong, 6.1 per cent; probable or 
general, 15.4 per cent; accurate or cor- 
rect, 13 per cent. One hundred and thirty- 
two patients died; 155 recovered; and the 
result was not stated in 6. Of the 293 pa- 
tients, 257 were subjected to operation 
and 36 were not operated upon. Of the 
latter, all died. Of the 256 operated upon, 
96 died and 155 recovered. The result in 
the 6 was not stated. The following ta- 
ble, taken from Sherk’s article, shows the 
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length of time which elapsed between in- 
jury and operation in the 257 cases: 


9 

g 

~ 

n 

» 

Operation following inury: a + z, 

3 

& (=) 

Within first six hours.......... 64 15 48 1 

Second six hours.................. 36 12 24 a 

Third six houre.................... 29 14 13 2 

Over eighteen hours............ 78 35 42 1 
Indefinite (presumably 

‘Time not. etated.................... 37 13 22 2 


In intestinal injuries the mortality in 
patients operated upon within the first six 
hours was 20 per cent; the second six 
hours, 35 per cent; third six hours, 56 per 
cent; and over eighteen hours, 66 per cent. 


While no definite conclusions can be 
reached concerning frequency of the vari- 
ous symptoms, Sherk states that the fol- 
lowing figures have reference to manifes- 
tations observed during the first few hours 
after injury. In the records of 265 cases, 
pain was mentioned 182 times; as decided 
in 147, slight in 29, and absent in 6. It 
was not mentioned in 83 cases. Shock wa3 
mentioned 94 times; severe in 46, mild in 
31, absent in 17, and not mentioned in 
171 cases. Rigidity was mentioned 159 
times ; marked in 125, slight in 20, and ab- 
sent in 14. (In about half the latter it 
appeared as a later manifestation.) It 
was not mentioned in 106 cases. Peristal- 
sis was mentioned in only five instances; 
absent three times and present twice. In 
the two latter cases operation disclosed no 
trauma. 


Mature study of the foregoing statis- 
tics, says: Sherk, shows that the mortality 
of injuries to the intra-abdominal viscera 
from external violence (more than 40 per 
cent) is much higher than of correspond- 
ing lesions resulting from causes, and is 
due no doubt to lack of early diagnosis 
and to operative hesitance. The death 
rate of early operations averages less than 
one-third that of late operations. The 
more commonly observed symptoms — 
pain, shock and rigidity — were present 
early in a large majority of the cases; 
pain in 97 per cent; shock in 82 per cent; 
and rigidity in 90 per cent. Peristalsis 


3 
r 
j 
c 
- 
J 4 
> 
4 
i 
— 
i 


382 


was noticed or mentioned in less than 2 
per cent. 


The conclusions of Sherk are so admira- 
bly stated that they are reproduced prac- 
tically verbatim, and the writer desires to 
express entire agreement with them: 


(1) That anyone who has been subjected to 
external violence of such nature as could, either 
directly or indirectly, produce injury to any of 
the abdominal viscera, should be given the most 
careful examination and be kept under close ob- 
servation for several days. 

(2) That any symptom, no matter how slight, 
referable to the abdomen must be considered as 
a sign of possible visceral injury when it follows 
the receipt of any violence, regardless of the point 
of impact or the extent of the external force. 

(3) That the degree of violence bears no rela- 
tionship to the extent or severity of the resulting 
injury. 

(4) That a most thorough investigation as to 
the exact details of the accident is important as 
an aid in determining the possibility and the 
nature of the injury. 

(5) That blows, kicks, and crushing violence 
produce the majority of intestinal injuries. Com- 
pressive force is the most common cause of 
trauma of the liver, and concussion is responsi- 
ble for the greater number of splenic ruptures. 

(6) That the presence or absence of peristalsis 
is of the utmost importance from a diagnostic 
or prognostic standpoint. Its early presence in- 
dicates that the abdomen or its contents have re- 
ceived some shock or violence, and the persistence 
or recurrence of this sign is conclusive proof of 
internal or visceral injury. A decided lessening 
of peristalsis is a danger signal if it occurs more 
than three or four hours after the accident. 
Active peristalsis is always encouraging in the 
presence of any abdominal injury. 

(7) That there are no pathognomonic symp- 
toms, most of them being common to all inju- 
ries; but, in general, progressively increasing 
shock indicates trauma of the solid organs, while 
early symptoms of peritonitis follow tears of the 
stomach and intestine. 

(8) That pain as an initial symptom is im- 
portant only in that it calls attention to the 
fact that an injury may have occurred, and that 
it may by its location indicate the possible site 
of the trauma. 

(9) That shock possesses no real diagnostic 
value except as to its progress or course, which 
is of the utmost importance. 

(10) That an exact diagnosis is unnecessary, 
though it is highly desirable, and the early recog- 
nition of the probability of visceral injury is 
absolutely essential to lower the death rate in 
these cases. 

(11) That the “appreciation of possibilities,” 
or, as Murphy has aptly expressed it, “a keen 
surgical sense,” is what is needed by the doctor 
who first sees the patient. 


SOUTHERN MEDICAL JOURNAL 


May 1923 


“It is noteworthy that the clinical symptom- 
complex depicted in surgical text books is almost 
never observed in actual practice, and to delay 
operative intervention following external abdom- 
inal trauma awaiting the so-called ‘classical pic- 
ture’ usually means addition to the long list of 
another preventable fatality. The statement re- 
quires no emphasis that carefully executed ex- 
ploratory celiotomy according to the modern tech- 
nic of aseptic surgical procedure, in a_ well- 
equipped hospital where trained assistants are 
available, is practically void of clinical risk, and 
following external abdominal trauma of any 
magnitude the dictum ‘the greatest good to the 
largest number’ should be the surgeon’s invaria- 
ble guide. To procrastinate is merely to 
court disaster; therefore, prompt exploration 
with repair of visceral damage, provided such 
has occurred, represents an ideal ‘safety first’ 
measure which the conscientious surgeon can no 
longer afford to ignore. " Certainly, a 
life-saving exploration is preferable to almost 
inevitable fatality under expectant treatment, 
provided there exist even presumptive evidence 
that visceral damage has occurred.” 


CASE REPORTS 


Case I.—A. P., a male, aged 43, at 8:20 a. m.,, 
May 30, 1921, was struck on the left abdomen 
by the end of a post which fell against him with 
considerable force. His physician, who saw him 
within two hours, did not regard the injury as 
serious and merely administered a sedative. He 
saw the patient again during the afternoon of 
the same day, but as his condition still did not 
seem serious, operative measures were not ad- 
vised. 

During the night the patient began suffering 
abdominal pain and vomited several times. When 
seen by his physician the morning of May 31, 
more than twenty-four hours after the accident, 
it was realized that the man was in a desperate 
condition. I was hastily summoned and operated 
upon him at 2:30 p. m., thirty hours after inflic- 
tion of the injury. 

_The abdomen was opened by a _ mid-line in- 
cision and beginning peritonitis was _ noted. 
There was a rupture of the ileum about two 
inches in length, which was sutured; and after 
evacuating as much of the fluid and feces as pos- 
sible the abdomen was closed, a drain being in- 
serted in each flank and another in the cul de sac. 

The patient stood the operative procedure very 
well and looked no worse afterward than before. 
However, his condition did not improve and the 
next day it was evident that he could not sur- 
vive. Peritonitis quickly became general and 
death occurred two days later. 

Case II.—J. B., a male, aged 26, was kicked in 
the abdomen by a horse July 28, 1921, at 5 p. m. 
He was seen at 7 o’clock by a physician who, after 
examination, stated that there was nothing the 
matter with him, that he would get all right 
without any trouble, and administered a sedative. 
The same physician saw the patient again the 
next morning and dismissed him, saying that 
there was no further need for his services. 
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Within a few hours the man began to suffer 
abdominal pain, became nauseated, and vomiting 
began in the early morning and persisted all that 
day. He suffered so intensely that another phy- 
sician was called about 5 o’clock, or twenty-four 
hours after the injury. This physician realized 
after making an examination that a serious ab- 
dominal injury had occurred and sent for me. 
After making a hasty examination, I placed the 
patient in my automobile and drove twenty miles 
to the Good Samaritan Hospital, Lexington, Ky., 
where he was operated upon at 11 o’clock that 
night, July 29, thirty hours after the accident. 

A mid-line abdominal incision disclosed a rup- 
ture of the ileum from which the intestinal con- 
tents were pouring. This was sutured and after 
evacuating as much of the fluid and feces as 
possible the abdomen was closed with drains in 
both flanks and the cul de sac. He recovered 
very quickly from the effects of the operation. 
Saline proctoclysis was given and the patient 
was placed in the Fowler position. Large quan- 
tities of fluid escaped through the drainage tubes. 
The drains were removed in four days, after 
which the wound closed except for the drainage 
openings. 

The patient continued very ill with fever and 
increased pulse rate for two weeks, during which 
time the abdominal muscles were very rigid. The 
drainage became fecal in character and remained 
so for four weeks. As the fluid from the peri- 
toneal cavity lessened the wound was strapped 
with adhesive plaster and gradually closed. It 
was so well united at the end of eight weeks 
that the patient was allowed to walk about. He 
left the hospital October 8 and reported to my 
office for observation once a week for the next 
month. The wound was then entirely healed, 
and while there was no sign of hernia, he was 
advised to wear an abdominal binder for some 
time. 

I saw this man in September, 1922, and he still 
had no hernia, but the abdominal wall seemed 
rather thin. He is working as a farm laborer 
and says he has gained forty pounds in weight 
since he left the hospital. 

It is interesting to note that he was with the 
American Expeditionary Forces for twenty-two 
months, that he went “over the top” three times 
without being wounded, and then came home to 
be kicked by a horse and almost killed. 

: It is fair to state, in justice to the phy- 
siclans who failed to make an early diag- 
nosis of visceral damage in these two 
cases, that there was no evidence of ex- 
ternal trauma, and the development of in- 
dicative symptoms of internal injury was 
delayed several hours. When the patients 
came under my observation, more than 
twenty-four hours after infliction of the 
injury, the clinical manifestations were 
classical and unmistakable, but the delay 
in diagnosis had rendered surgical inter- 
vention extremely hazardous. 
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Fort has recently published an excel- 
lent contribution to this subject and the 
following resume is abstracted from his 
paper: 

The increasing frequency with which prevent- 
able fatalities are observed from injury to intra- 
abdominal viscera accompanying external trauma 
without the production of positively indicative 
local or general symptoms should cause every 
conscientious practitioner of medicine to indulge 
in serious introspective study and reflection: the 
medical man, because he oftentimes first sees the 
injured individual and much depends upon the 
promptness and thoroughness of his investigation 
and his diagnostic and prognostic acumen; the 
surgeon, because upon his diagnostic confirma- 
tion, his technical ability and “keen surgical 
sense” will usually depend the life (or death) of 
the individual. 

It is important that an accurate history 
of the accident be obtained in every in- 
stance where external abdominal trauma 
has been inflicted; the nature of the trau- 
matizing agent, the attitude of the indi- 
vidual when injured, the exact anatomic 
region implicated, the probable force and 
direction of the violence, and the time with 
relation to food ingestion. 


The data thus collected should be care- 
fully considered in connection with exist- 
ing local and general symptoms, if any be 
present, in estimating the possibility of 
coincident internal injury. The pertinent 
fact must not be forgotten, however, that 
extensive visceral damage may be pro- 
duced by apparently slight external trau- 
ma; also, that there may be no coincident 
internal damage despite violent external 
injury. 

There being no pathognomonic early 
signs by which visceral injury may be cer- 
tainly recognized, early accurate diagnosis 
is often delayed or rendered impossible. 
This fact, however, is unimportant since 
it is the imperative duty of the surgeon to 
intervene provided there exist even pre- 
sumptive evidence of internal damage. 
Procrastination more often than other- 
wise means a fatal issue, and properly 
executed celiotomy is practically void of 
clinical risk. Where visceral damage has 
occurred the mortality under expectant 
treatment is nearly one hundred per cent. 


Promptly instituted surgical interven- 
tion, based upon “suspicion” or “presump- 
tion” of internal injury after exhausting 
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reasonable efforts to complete an accurate 
diagnosis, with adequate repair of visceral 
damage when such has occurred, should 
markedly reduce the unreasonably high 
mortality prevailing in the class of cases 
under discussion. The dictum that the 
earlier operative treatment is instituted 
where visceral injury has occurred, the 
greater the probability of saving the life 
of the individual, should be accorded more 
consideration than has hitherto obtained. 
In closing, the writer desires to thank 
the authors cited in the appended list for 
the privilege of excerpting and restating 
their statistical data: 
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DISCUSSION 


Dr. George A. Hendon, Louisville, Ky.—The 
importance of this subject is proclaimed both by 
the large number of cases that occur and the 
very high rate of mortality that attends the con- 
dition. In a rather hurried investigation of the 
literature we found about 936 cases reported in 
the last three years. A very interesting feature 
in connection with these accidents is the fact that 
one-third of all the cases recorded are the result 
of kicks by horses. 


Another feature of this investigation has 
somewhat of a mathematical color. We can al- 
most invariably apply the rule to all the cases 
that the mortality of the operated cases can be 
obtained by taking the number of hours that 
elapsed from the time of the injury to the time 
of operation and multiplying by three. When 
there is no delay the mortality is 78 per cent in 
the operated cases. 

Of course the delay is easy to account for. It 
can be accounted for by the fact that the symp- 
toms in the beginning are misleading on account 
of their mild nature, and the reason for the mild- 
ness of the symptoms is found in the phenomenon 
reported by Nicholas Senn, in which he pointed 
out the fact that an injured intestine would con- 
tract for several inches above and below the in- 
jury and in that way prevent the rent from be- 
ing a point of leakage. Then the violent symp- 
toms came on after muscular exhaustion had su- 
pervened and relaxation of the intestine allowed 
the contents to flow out into the abdomen. 


Another cause of unnecessary delay is the fact 
that all the articles that are written in text books 
and current literature give a group of symp- 
toms, and when one studies a group of symptoms 
one involuntarily and unconsciously gains the 
impression that the entire group must be present 
before one can arrive at a diagnosis. That is 
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a very serious and very fatal mistake. One au- 
thor states in italics that no single symptom is 
pathognomonic. I think we should select one 
single symptom and be willing to abide by it. If 
I had my choice it would be progressive advance 
in the pulse rate. The next choice would be 
pain persisting over a period of six hours. The 
next cause for delay is very often the apparently 
trivial injury that will result in rupture of the 
intestine. We find one case reported in which 
a boy fell down with a golf ball in his pocket 
and the pressure of the ball produced a rupture 
of the intestine. So it is well to apply the 
addage that we have long applied in injuries of 
the head, that there is no such thing as a trivial 
injury to the abdomen. Perhaps in that way we 
shall avoid the unnecessary delay. 


Another thing is the amount of force that 
brings about a rupture of the intestine. It seems 
that the authors are uniform in their opinion 
that the intestine is torn by the force of the 
blow, pressing the bowel against the spinal col- 
umn or in some instances against the ileum, and 
in some instances the rupture is doubtless brought 
about in that way. 


The site of the injury is interesting. The site 
of location, or preference, is the duodenojejunal 
junction. The next point is in the duodenum; 
the third, in the large intestine; and the fourth, 
in the ileum, perhaps on account of its greater 
degree of mobility. 


In operating upon these cases drainage should 
assume a very prominent place in the treatment. 
Every case should include a suprapubic stab with 
drainage in the cul de sac. We should never at- 
tempt to drain the retrovesical fossa to either 
side of the median line because the distance is 
too great. Much better results in the drainage 
are obtained by shortening the distance as much 
as we can. 

Vomiting is not so important a symptom as 
it is in intestinal obstruction. It is not nearly 
so constant, and should not be waited for. 


A final point is that shock is of rather low 
degree when we would expect it to be of rather 
high degree. The shock is much greater when 
there is injury of the spleen or liver or the kid- 
ney than when there is rupture of the intestine. 


Dr. W. A. Bryan, Nashville, Tenn.—If you cut 
a man open and there is no rupture, how are you 
going to explain it? If you do not cut him open 
and there is a rupture, how do you explain that? 
The difficulty of settling the question is_ illus- 
trated by the following two cases. One patient 
was struck by a heavy stick that is used to put 
the belt from the fly-wheel off from an idler. 
He was bruised a little, but there was no sign of 
other injury. Later he had a bowel movement 
and his temperature continued normal. Some 


other doctors saw him and said that he was all 


right. He was hurt on a Thursday and I saw 
him on Friday night. The following Thursday 
he had acute abdominal symptoms. We operated 
upon him, found the ileum was ruptured and he 
died. 


— 
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The other patient was driving a small truck 
and ran into a large truck. The steering wheel 
struck him in the abdomen. Immediately he 
came in with a rigid abdomen, claiming to have 
vomited blood and to be suffering with great 
pain. We told him frankly that the symptoms 
looked like a ruptured viscus; we did not know 
positively, but that if we waited until we could 
be certain it would be too late to save him. I 
said I would have the abdomen opened. We 
opened it and he had nothing at all. The man 
went down town when he recovered and con- 
sulted a lawyer, who said there was nothing to 
do. If there is a question about an internal in- 
jury I want witnesses who know they are wit- 
nesses to stand by me. I want to say before 
them, “Mr. Jones, you are apparently hurt in- 
ternally. We are not sure whether you have a 
ruptured intestine or not, but if you have and 
we wait it will be too late to save you. If we 
open the abdomen and you are not hurt you have 
taken a small risk, and I think that is the thing 
to do.” We need those witnesses and we want 
to know where they are; for as surely as we 
open these cases we are going to find some fel- 
lows who will resort to law and try to make us 
trouble. 


Dr. Duncan Eve, Nashville, Tenn.—I saw in 
consultation recently a patient who had been 
kicked on the abdomen by a mule, but who had no 
objective symptoms whatever, no rigidity, no lo- 
calized pain, and not even nausea. The physi- 
cian took the position that he should make an 
exploratory incision, but I insisted upon some 
more definite symptoms. The next morning the 
patient was well and left the hospital. 


Dr. James T, Leeper, Lenoir City, Tenn.—Last 
summer I saw early in the morning a negro who 
had been kicked by another negro at a baseball 
game late the previous afternoon. When I ar- 
rived I found him in what I considered a serious 
condition. He was in shock; the pulse was 
rapid; and there were evidences that justified 
a diagnosis of ruptured intestine. I called the 
hospital at Knoxville and arranged for an emer- 
gency operation. I gave the man a hypodermic 
of morphin about 10 o’clock in the morning. He 
was hurt about 4 o’clock the afternoon before. 
When we started for the hospital about 2 o’clock 
in the afternoon he had another hypodermic and 
reached there in such excellent condition that the 
Interne, who was a very capable young fellow, 
suggested that he might not be hurt so badly as 
I thought. I looked the man over again and 
thought possibly the Doctor was right. The man 
might not have anything more than a trauma- 
tized abdomen. Feeling that we would be justi- 
fied in waiting, we did so. One of Knoxville’s 
best surgeons was called and he agreed with me 
that we would be justified. The next morning 
the man was in perfectly good condition. The 
next day passed uneventfully except for a sore 
abdomen, but on the third day the interne called 
me and said the man was going bad. He had a 
hernia and it had pouched out and the abdomen 
had begun to become distended. I told them to 
get ready and I would come over for an emer- 


BOYD: PROSTATECTOMY 385 


gency operation. On opening the abdomen we 
found a rupture of the ileum that had become 
“glued” to another fold, and after relaxation 
peristalsis began. In the meantime we had 
found it necessary to give one more hypodermic 
of morphin to make him comfortable, but had not 
encouraged any movement of the bowels. When 
the peristalsis began leakage occurred. We re- 
paired the ring in the intestines, put in free 
drainage, and after a somewhat stormy conva- 
lescence he recovered. 

Dr. J. M. Clack, Rockwood, Tenn.—I agree 
with Dr. Bryan. About six days ago I had 
a patient with a blow on the stomach. There 
was shock and hematemesis. I gave her a hypo- 
dermic of morphin, which did not relieve her. I 
waited an hour and gave another hypodermic 
without relief. I said to her: “I do not know 
whether or not you have a ruptured stomach, but 
if you are willing I will open you up and see.” 
I opened her abdomen in three-quarters of an 
hour from that time and found no rupture of 
anything. I heard from the patient today, and 
she is doing well. She was sensible enough to 
take the chance. 


PROSTATECTOMY* 


By MONTAGUE L. BoyD, M.D., 
Atlanta, Ga. 


I have had the peculiar experience of 
having been educated almost entirely in 
the use of the perineal method of prosta- 
tectomy, and having been gradually led to 
the use of the suprapubic method in most 
of my cases. . 

In nearly all cases, the best method for 
the surgeon to adopt depends upon the 
urological facilities and assistants which 
he has for doing his work. There are cer- 
tain types of prostatic obstruction, usu- 
ally the small, the very fibrous, and the 
malignant prostates, which cannot be re- 
moved satisfactorily by the suprapubic 
route. They should always be removed 
perineally. On the other hand, all cases 
of prostatectomy can be done satisfactorily 
by the perineal route except the rare sub- 
cervical or subtrigonal gland enlarge- 
ments. The great majority of cases can 
be operated upon by either method. 

The surgeons lacking facilities for pre- 
and post-operative care of these patients 
are usually forced into the use of the two- 


*Read in Section on Urology, Southern Medi- 
cal Association, Sixteenth Annual Meeting, Chat- 
tanooga, Tenn., Nov. 13-16, 1922. 
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stage suprapubic prostatectomy, because 
of the experience and skill necessary for 
the proper preparation of cases for opera- 
tion by catheter drainage. A properly ad- 
justed suprapubic drainage tube needs lit- 
tle attention from any one, while inter- 
mittent or continuous catheter drainage 
requires constant attention from internes 
or orderlies. And that attention demands 
an experience, skill and patience not pos- 
sessed by the average interne and rarely 
acquired by orderlies or nurses. 


After leaving Baltimore, where my 
training was almost exclusively in the 
perineal method with preliminary catheter 
drainage, I adhered for some time to that 
operation despite all difficulties. At 
length, however, I concluded that to get 
the best results for my patients I had to 
have a method which was in the pre- and 
post-operative handling as nearly acci- 
dent-proof as possible, and I believe that 
the two-stage suprapubic operation comes 
nearer fulfilling that requirement than 
any other. The first stage of the opera- 
tion gives the patient a continuous or, if 
desired, an intermittent drainage and a 
freedom from the pain or discomfort 
which is often caused by the catheter. It 
does not keep him in bed much, if any, 
more than catheterization, and should it 
happen that the drainage becomes ob- 
structed, permits him to get relief him- 
self, if no other assistance is at hand, by 
pulling the tube out of the wound. 


Furthermore, after the removal of the 
prostate we have in this operation a 
method of controlling hemorrhage almost 
immediately which any interne, no matter 
how slight his experience, can use, and 
also a freedom of bladder drainage which 
does not require constant attention imme- 
diately after operation. 


The post-operative attention necessary 
for patients after the perineal operation is 
perhaps little more than that required for 
suprapubic cases. But when performed 


by unskilled hands (and even occasionally 
in skilled hands) there may be a hemor- 
rhage which demands opening the wound 
under anesthesia and repacking or tying 
off the bleeding point. 

The first stage operation in the two- 
stage suprapubic prostatectomy is no 
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more necessary than catheter drainage in 
the perineal cases, where there is only a 
small amount of residual urine and little 
impairment in kidney function. The rea- 
sons offered by some for doing a first stage 
in these cases is that there is less shock 
to the patient when the enucleation is 
done, and less chance for troublesome in- 
fections of the wound after the space of 
Retzius has been walled off by the healing 
of the first-made wound. In selected cases, 
however, where there is very little re- 
sidual urine, evidence of only slight im- 
pairment from the prostatic obstruction, 
and where the patient’s general condition 
is good, the best results are obtained by 
doing the whole operation at one time. 


There are some points concerning the 
two-stage suprapubic operation which 
may be of advantage to mention. The use 
of the mushroom catheter and silver wire 
stay sutures has greatly simplified the 
preliminary suprapubic cystotomy. The 
bladder is closed snugly around the mush- 
room catheter and then sutured to the 
recti muscles. Two or three large size sil- 
ver stay sutures are passed from within 
outward through the muscles, fascia and 
skin. A small tube and a piece of rubber 
protective are left in the lower part of the 
wound to drain the prevesical space. With 
this strongly closed wound nearly all the 
patients can be gotten upon the commode 
and out of bed in a chair as soon after op- 
eration as is desired, and it is the general 
opinion that the sooner this can be done 
the better. 


Besides allowing the wound to heal 
more rapidly and avoiding the discomfort 
of wet dressings, I find that the freedom 
from leakage obtained by using the mush- 
room or button catheter makes it possible 
for some of the patients who require long 
preliminary treatment to leave the hos- 
pital and come to my office for attention. 
I consider this a matter of no little impor- 
tance, for many patients who can get up 
and about improve much more rapidly out 
of the hospital. 


After enucleation of the prostate, much 


time is often wasted in getting the freed 


lobes out of the bladder. The best method 
for avoiding this is not by having some 
special instrument for grasping the lobes, 
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but by having the suprapubic wound large 
enough to work through easily. The size 
of the opening needed will depend upon 
the size of the hypertrophy, the shape of 
the operator’s hand, and the thickness of 
the abdominal wall. At a one-stage supra- 
pubic prostatectomy a large wound can be 
easily obtained by cutting through the 
skin and fascia as is wished and then 
stripping back the peritoneum from the 
bladder to the point desired. At the sec- 
ond operation, however, in the two-stage 
method it is not so easy to have the wound 
so large as desired unless preparation has 
been made for this at the first stage, for 
the bladder should then have become at- 
tached to the recti muscles laterally, and 
above the peritoneum will lie transversely 
across the wound, limiting its extension. 
If the opening is too short it will be found 
that the bladder will split upward from 
the force employed in enucleating and de- 
livering the prostate and the peritoneum 
very likely will be torn. 


The essential points to be observed in 
the first operation are somewhat as fol- 
lows: expose the bladder and distend it to 
about 16 ounces (500 c. ¢.) or to its al- 
ready measured capacity if less in size 
than normal. Strip the peritoneum well 
off the ventral surface, freeing it enough 
laterally to avoid pulling the fold down 
against the upper part of the wound 
(where the catheter should be ieft) when 
the bladder is empty. An opening can 
then be made and the catheter fastened 
in high upon the ventral wall of the blad- 
der and the bladder sutured to the recti 
muscles in such a manner as to leave am- 
ple space between the symphysis pubis and 
the point where the catheter is fixed. In 
fixing the bladder in this manner it is well 
to remember that the wound will be con- 
taminated in most cases where the blad- 
der is infected. In some cases it is possible 
partially to fix the bladder to the recti 
muscles before opening it and thus avoid 
soiling the outer parts of the wound. But 
in all cases a free passage between the 
wound and the lateral areas from which 
the peritoneum has been stripped should 
be left for the purpose of drainage in 
case infection should develop. This can 
be done best perhaps by not fixing the 
bladder to the recti muscles in the lowest 
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part of the wound, draining the prevesical 
space with a tube and letting the patient 
sit up very shortly after operation. 


There is an inclination to suture the 
first stage wound too tightly. It is hardly 
necessary to emphasize the importance of 
preparing free drainage for the prevesical 
space, though in reading Dr. Paul Pilcher’s 
article on prostatectomy in Cabot’s “Urol- 
ogy” of 1918, Vol. I, p. 616, I am left with 
the impression that he makes no provision 
for its drainage. To insure this I use a 
small tube drain and close the lower part 
of the wound very loosely. The same free 
drainage must exist for the wound about 
the catheter to provide for a_ probable 
leakage of urine. Only the bladder mucosa 
should fit snugly about the catheter, the 
muscularis less closely, the recti muscles 
still more loosely and so on out to the skin. 


A careful examination of the contour 
of the prostate before enucleation is often 
helpful. With the rectal and intravesical 
fingers the extent of the hypertrophy 
should be outlined, noting especially the 
intravesical limits, so that none of the 
hypertrophied tissue will be left behind. 
This will help to prevent the doubt that 
sometimes arises as to whether or not all 
of the hypertrophied part of the gland has 
been removed, especially at the point 
where it was stripped away from the tri- 
gone. 

There are only two points of importance 
concerning the drainage of the bladder 
after enucleation: first, the drainage must 
be absolutely free; and, secondly, the tube 
must not protrude into the bladder far 
enough to cause discomfort. Either one 
of these things if neglected may cause a 
continuance or a recurrence of the hem- 
orrhage following the operation, besides 
giving the patient a good deal of discom- 
fort. 

A large open drainage tube (I prefer 
one about 7% inch in diameter) should be 
left in the wound and if a home-made one 
is used the intravesical end should be fe- 
nestrated and the edges of the end and the 
fenestration burned and then wiped with 
gauze moistened with gasoline. This 
makes them smooth and soft. The tube 
should be quite short to prevent its being 
pushed too far into the bladder or an- 
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chored very firmly to the edges of the 
wound. Whenever the tube is removed to 
withdraw the Hagner bag, the same or a 
smaller tube should replace the one re- 
moved. In one of my cases when the Hag- 
ner bag was taken out of the bladder the 
morning after the operation no tube was 
left in the wound. In about six hours the 
lips of the wound had sealed together so 
tightly that about ten ounces of urine 
were passed through the urethra at one 
’ time without breaking them apart. For- 
tunately, no bad result followed this acci- 
dent, but the distention of the bladder 
with urine at that time might well have 
produced some extravasation about the 
wound followed by an unpleasant infec- 
tion in the tissues, or a breaking away of 
the newly formed clots and the occurrence 
of further hemorrhage. 


Tubes which push too far into the blad- 
der cause a desire to urinate which may 
be accompanied by spasmodic contraction 
of the muscles of the bladder, thus start- 
ing up the bleeding again and making the 
patient extremely uncomfortable, often in 
spite of morphin. 

The patient frequently can be kept dry 
with the mushroom catheter after this op- 
eration as well as after the first-stage op- 
eration. Here, however, a large catheter 
with a large head is at first used (30 F.), 
the size being reduced by changing for a 
smaller catheter as the wound heals, until 
a 12 or 14 F. size is reached, when the 
wound can probably be made to heal after 
leaking part of the urine for only a few 
days. It is very necessary to keep a close 
watch to prevent a possible obstruction to 
the drainage tubing during the first seven 
days, and I do not recommend the em- 
ployment of this method unless a compe- 
tent nurse is in attendance night and day. 

In one case where I used this drainage the pa- 
tient was at times irrational. One night, five or 
six days after operation, he decided that a night 
nurse was too much of a luxury and discharged 
her. She was unwise enough to leave him with- 
out notifying me and as a result of his being 
unwatched he rolled over upon the tubing while 
he was asleep, over-distended his bladder and al- 
most bled to death. A Hagner bag, pulled into 
place by a catheter passed through the urethra 
and out of the wound, and a blood trznsfusion, 
undoubtedly saved his life. 

Many methods are used to control the 
post-operative hemorrhage after supra- 
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pubic prostatectomy, but nearly all are un- 
necessarily tedious and ineffective. So far 
I have found the Hagner or Pilcher bag 
quite satisfactory. The bag should be 
distended with a measured quantity of 
water (measured for accuracy in redis- 
tention by the interne if necessary) be- 
fore the wound is closed, and its size made 
to suit the extent of the wound against 
which it is to be pulled. Sometimes it 
must be made quite large to enable it to 
press against the fringe of torn tissue at 
the trigone. After about one hour the ten- 
sion upon the tube which runs through 
the penis is released. The fluid is then 
(the sequence is important) allowed to 
escape from the bag, which remains in 
the bladder for six to twenty-four hours 
as the comfort of the patient may demand 
and caution dictate. 


There are certain complications follow- 
ing prostatectomy for the prevention of 
which I do not believe we are doing 
enough, namely, seminal vesiculitis and 
epididymitis. These arise largely from 
an extension of an infection from the 
posterior urethra rather than directly 
from an injury to the prostatic urethra 
and ejaculatory ducts. Free bladder drain- 
age does not always mean free drainage 
of the prostatic urethra, for in those cases 
where the internal sphincter rapidly re- 
gains its tone the cavity left in the place 
of the posterior urethra is pretty well 
closed. An attempt to prevent the infec- 
tion of this area should be made by pass- 
ing a catheter through the urethra and 
gently irrigating through it. If a colored 
solution is used it is easy to tell whether 
the fluid flows freely into the bladder 
through the internal sphincter. If it does 
not, only very small quantities of irrigat- 
ing fluid should be run in to irrigate the 
posterior urethra and a bladder irrigation 
should be done separately by running a 
catheter through the suprapubic opening. 
I have been using instillations of acri- 
flavine and mercurochrome into the pos- 
terior urethra and bladder through the 
catheter without any apparent harm and 
with, I hope, some benefit. It is important 


that hexamethylenamin be begun imme- 


diately after operation. If it cannot be 
taken by mouth, it should be given by 
rectum in about six ounces of water every 
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four hours. If the urine is alkaline, lactic 
acid bacilli should be planted in the blad- 
der. 

When despite these measures a semi- 
nal vesiculitis and epididymitis develop, I 
believe in emptying the vesicules by gentle 
massage, avoiding any roughness which 
might break up existing thrombi in the 
veins about the wound. 

In one case some years ago, a patient had a 
stormy convalescence with obscure symptoms, 
the cause of which was not discovered for some 
long time. He had a pelvis of remarkable depth 
and my fear of using too much force in making 
a rectal examination caused me to overlook the 
seat of the trouble. As soon as a vesiculitis 
was discovered and massage of the vesicles was 
begun, he rapidly improved. 

This and other instances have led me to 
believe that the vesicles are not infre- 
quently the cause of intermittent or con- 
tinued fevers after prostatectomies, and 
of some of the long-standing and annoying 
post-operative urethral and bladder infec- 
tions which do not respond to the ordinary 
methods of treatment. I have found no 
clearly defined mention of this point in the 
literature. 


SUMMARY 


Every surgeon, urological or general, 
who does not have good facilities for ren- 
dering an efficient service by the use of 
catheters to cases requiring urinary 
drainage as a preparation for prostatec- 
tomy should employ the two-stage supra- 
pubic prostatectomy method. It is the 
best way to prevent those mishaps which 
sometimes occur to patients during the 
preliminary or post-operative treatment, 
due frequently to ignorance or careless- 
ness of internes, nurses or orderlies. 

; The Hagner bag or its Pilcher modifica- 

tion offers an efficient method of control 
of post-operative hemorrhage, and may 
be reapplied as long as the suprapubic 
wound is well open. 

Concerning the suprapubic operation 
there are a few points worthy of atten- 
tion. At the first stage it is advantageous 
to use the mushroom or button catheter 
with silver wire stay sutures. Room 
must be left between the symphysis pubis 
and the point at which the catheter is fas- 
tened to allow a large incision at the sec- 
ond Stage. Drainage must be arranged 
for in case of leakage of urine about the 
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catheter or the development of infection 
lateral to the sutures which hold the blad- 
der to the recti muscles. The drainage of 
the prevesical space helps to prevent com- 
plications. 


At the second stage it is advantageous 
to outline the limits of hypertrophy before 
enucleation. The use of a large drainage 
tube prevents distention of the bladder 
with urine, but pushing it into the bladder 
more than one-third of an inch should be 
avoided. For four or five days or longer 
the wound should have some kind of drain- 
age tube in it to prevent its lips from ad- 
hering. The patient can often be kept dry 
while most of the wound is healing if 
mushroom catheters are used and the size 
of the tube is gradually decreased. Great 
care must be used during the first week 
to prevent blocking of the drainage and a 
resulting over-distention of the bladder. 

Every precaution should be employed to 
prevent infection of the urethral pouch 
from which the prostate has been re- 
moved, since the infection may spread to 
the seminal vesicles, vasa deferlia and 
epididymes. In vesiculitis, the vesicles 
should be emptied by the gentlest effective 
pressure, avoiding any force which might 
disturb thrombi in the periprostatic ves- 
sels. This is not a method to be employed 
by those who lack an educated forefinger. 


Discussion follows’ paper of Dr. Livermore, page 391. 


SOME DISPUTED POINTS IN SUPRA- 
PUBIC PROSTATECTOMY* 


By GEORGE R. LIVERMORE, M.D., F.A.C.S., 
Memphis, Tenn. 


The different methods employed in car- 
rying out the many details prior to, dur- 
ing, and following suprapubic prostatec- 
tomy is my excuse for this paper. 

In the preparation for operation the 
most important consideration is drainage. 
Shall it be by retention catheter or by su- 
prapubic cystotomy? We all know that 
in the cases with infected bladders with 
a small or moderate amount of residual 


*Read in Section on Urology, Southern Med- 
ical Association, Sixteenth Annual Meeting, 
Chattanooga, Tenn., Nov. 13-16, 1922. 
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urine, it makes little difference how we 
drain. The results are equally good. But 
in the cases with over-distended, non-in- 
fected bladders we have a very difficult 
task before us. At the last meeting of this 
Association Dr. John Caulk, in the dis- 
cussion, made the statement that it makes 
very little difference whether we empty 
the bladder suddenly or gradually. I wish 
to take issue with him, for the sudden re- 
lief of back pressure produced by sud- 
denly emptying the bladder causes con- 
gestion of the kidney with resulting ten- 
dency to suppression of urine and uremia. 
This can be clearly proven in even the 
cases with a small amount of residual 
urine, for if we do a suprapubic cystotomy 
(without previously gradually reducing 
the residual) and promptly empty the 
bladder, a patient who prior to the cys- 
totomy had had no casts in his urine will 
show them in twenty-four to thirty-six 
hours following it, and there will be a 
marked diminution of his twenty-four- 
hour urinary output and an increase in 
his blood urea and creatinin. 


This establishes beyond doubt the risk 
that is run (particularly in cases with 
markedly diminished kidney function) 
every time we suddenly empty the bladder 
of a prostatic. The safety of our patients 
demands the gradual withdrawal of re- 
sidual urine, especially in those who have 
a low ’phthalein output or a high urea and 
creatinin content. 


The two-step operation should be done 
in every case. If it makes an inoperable 
risk an operable one, it makes a good risk 
a better one. It puts the bladder at rest, 
relieves the back pressure on the kidneys 
and fortifies the patient against infection. 
Should the patient die following the first 
step of the two-stage operation it does not 
bring prostatectomy into d‘srepute, be- 
cause the family and friends know it was 
done simply in the hope of getting the pa- 
tient into condition to undergo the re- 
moval of the prostate. I feel sure he 
would have died under catheter drainage. 
We all lose some of these cases whether 
we drain by catheter or by suprapubic 
cystotomy. 


Some patients tolerate a_ retention 


catheter very well, while others cannot or 
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will not retain it at all. Suprapubic 
drainage solves the difficulty, for the tube 
can be put snugly in the bladder, held 
with a purse string suture, and the blad- 
der can be emptied as gradually or as 
suddenly as we desire. 

Many surgeons enucleate the prostate 
and make no effort or provision for the 
control of hemorrhage. As these patients 
are all old men, common sense demands 
the conservation of every ounce of blood > 
they possess. Whether the hemorrhage 
is controlled by ligation, suture, gauze 
plug, Pilcher or Hagner bag, never let a 
patient leave the table until it is checked 
and provision made to keep it checked. I 
prefer the Pilcher bag because it is easily 
and quickly adjusted, controls the hemor- 
rhage perfectly and supplies a splint for 
the denuded prostatic urethra. 


In Montreal two years ago, I saw a sur- 
geon do a _ suprapubic prostatectomy. 
After the gland had been enucleated, he 
turned to the visiting surgeons and drew 
their attention to the fact that as there 
was so little bleeding he did not consider 
it worth while to make any attempt to 
control it. By night the patient had lost 
so much blood that it was necessary to 
put in packing to check the hemorrhage 
and he was so exsanguinated that transfu- 
sion was done to save his life. It is this 
type of case that proves the necessity of 
instituting measures that insure control 
of hemorrhage at the time of operation. 


I have seen contracture of the neck of 
the bladder follow where the retention 
catheter was used and also where it was 
not used. However, for a few days it is 
of benefit and materially aids in the re- 
formation of the prostatic urethra, and if 
followed by the passage of a sound in a 
week or ten days, contracture of the neck 
of the bladder will be a rare occurrence. 
The Pilcher bag solves the problem of the 
control of hemorrhage and also supplies 
a retention catheter to which the bag is 
attached. 

A large suprapubic tube, after the sec- 
ond-step operation, promotes free drain- 


age, which lessens the possibility of tenes- 


mus and hemorrhage by putting the blad- 
der at rest. A small tube easily becomes 
plugged by a blood clot and with no tube 
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at all tension on the recti muscles closes 
the wound so completely that we get the 
same result, or even a worse one, than 
when a small tube is used. The large tube 
is removed in forty-eight hours and the 
Pilcher bag should come out at the same 
time. A smaller suprapubic tube is then 
inserted for another day or two, when it, 
too, can be removed. Should there be a 
tendency to hemorrhage, the replacement 
of the suprapubic tube will suffice to 
check it. 


In most cases cystoscopy is a perfectly 
harmless procedure, but in those with poor 
kidney function it is an extremely dan- 
gerous undertaking. Therefore, I never 
cystoscope until I am satisfied that the 
patient’s kidneys are able to withstand 
the effects of the shock, urethral chill and 
fever that may follow. I had a sad ex- 
perience before adopting the above rule. 

I saw a man who was extremely uremic and 
somewhat septic from pyelonephritis due to back 
pressure from an enlarged prostate. There were 
only three ounces of residual urine. Under grad- 
ual catheter drainage he steadily improved and 
in a week’s time I thought it safe to cystoscope 
him. This was done, and a moderately en- 
larged prostate and a trabeculated bladder were 
seen. He seemed in good condition on leaving 
the cystoscopic room, but in a few hours went 
into profound shock, from which he never rallied. 

I have never employed spinal anesthe- 
sia, having had such perfect success with 
gas oxygen that I see no reason to make 
achange. The one great disadvantage of 
spinal anesthesia (other than its danger) 
is that the patient is conscious of every 
step, and is therefore nervous and wrought 
up. Should some complication arise, it 
cannot be met with the same degree of 
equanimity as if the patient were asleep. 
With nitrous oxid and oxygen anesthesia 
preceded by synergistic analgesia with 
novocain and adrenalin injected in the line 
of incision, under the capsule and into the 
prostate, we have a method that practi- 
cally eliminates shock and leaves little 
room for improvement. 

The ’phthalein test is of the greatest 
value, but should be used only in conjunc- 
tion with the examination of the 
blood for urea and creatinin and should 
not be relied upon alone. In some per- 
sons, ’phthalein acts as a diuretic and even 
60 to 75 per cent may be excreted in two 
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hours, when the kidneys are so badly dam- 
aged that it would be unsafe to operate. 
I prefer to have all tests within normal 
limits before removing the prostate, but 
if the blood urea and creatinin are within 
safe limits, I feel safe even though the 
*phthalein output is low. 


DISCUSSION 
Papers of Dr. Boyd and Dr. Livermore 


Dr. H. W. E. Walther, New Orleans, La.—It is 
generally admitted that it is not necessary to do 
all prostatectomies in two stages. The principle 
is correct in the majority of cases, but in many 
instances where the patient is in good shape we 
should not be too dogmatic and certainly a pros- 
tatectomy is better in one stage than in two. 


Dr. Livermore said that we should use a large 
tube for drainage following removal of the pros- 
tate. I formerly used the Freyer tube and 
usually removed it in 24 hours when I removed 
the Hagner bag. I am now following a plan 
which I think was introduced by Bugbee, of using 
no tube but a gauze wick. Many men have talked 
about keeping the patient dry after prostatec- 
tomy but I have never seen one who could be kept 
dry. No matter what kind of a tube is used, from 
the simple suction to the most elaborate electric 
apparatus, they do not work and the patients get 
wet just the same. I have instituted the wick 
drain, with large gauze: fluffs, to be changed as 
necessary, for three or four days, then I remove 
that and use a small pezzer catheter. 


Dr. Hamilton W. McKay, Charlotte, N. C.— 
Carrying the over-distended bladder through the 
transitional stage to where the bladder is empty 
is a very delicate task for any surgeon. If a 
catheter is introduced into an _ over-distended 
bladder, we produce a sudden decompression, and 
the thing that is most likely to follow is hemor- 
rhage, possibly suppression and uremia, with 
possible death. 


We are all inclined when we see prostatics with 
a large amount of residual urine to do some- 
thing. We may or may not decide to cystoscope. 
These cases should not be cystoscoped until we 
know that the functional capacity of the kidney 
is good and that the patient is accustomed to in- 
strumentation. 


Dr. Abraham Nelken, New Orleans, La.—I 
have been doing urology now for over twenty 
years and sudden emptying of the bladder has 
been constantly referred to in text books and 
the danger emphasized. That is on a parity with 
something else in the books which I have never 
seen, namely, spasmodic stricture of the urethra. 
It has been my practice to empty bladders com- 
pletely and I once had occasion to remove sev- 
enty ounces of residual urine. The risk referred 
to in the text books is “hemorrhage ex vacuo” 
bleeding, being due to sudden release of pressure 
on the bladder veins. I have never yet had oc- 
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casion to regret this complete emptying of an 
over-distended bladder. If there is danger of 
uremia I have escaped it up to the present. 

As to hemorrhage following prostatectomy, 
those of us who are familiar with the history 
of prostatectomy know that men like Freyer and 
Fuller paid no attention to the risk of hemor- 
rhage following removal of the prostate. The op- 
eration was done without any attempt at packing 
of the prostatic cavity, and it is remarkable how 
little reference is made to post-operative hemor- 
rhage. However, we all recognize that a large 
wound such as is left by the removal of the pros- 
tate should not be allowed to remain without 
checking the bleeding. It is an unsurgical pro- 
cedure. 
~ Many things have been done to control the 
bleeding. Some men have gone so far as to 
ligate every bleeding vessel. The packing with 
gauze has given way largely to the use of rubber 
bags. My only case of fatal hemorrhage was 
one where I had removed a gauze pack in forty- 
eight hours, leaving the patient apparently well. 
Bleeding began shortly after and before I could 
be reached he had bled so profusely that he died 
within a few hours. The recent case was one 
where there was complete retention of urine, due 
to a senile prostate which had existed for many 
years. The patient had been leading a catheter 
life. We removed a small stone back of the 
bladder before removing the prostate. The re- 
moval of the prostate left a very large cavity 
and the Pilcher bag did not control the bleeding. 
Because it was too small I packed around the 
edges of the wound. As this patient had had a 
history of bleeding for many years, I was unusu- 
ally careful. In six days we released the water 
in the bag, still leaving it in place. The next 
day he had a hemorrhage. I pulled the bag a 
little further out and again filled it with water. 
The interne called me up the next morning to 
say that the patient thought he was bleeding, 
but he (the interne) thought he was probably 
nervous. I hurried down to the hospital and 
found the patient almost exsanguinated. With 
the Pilcher bag still in place and still distended, 
the man had almost bled to death. 

I mention these cases to show that my trouble 
with hemorrhage has only begun since I have 
been making an effort to control it. 


Dr. Jerome L. Morgan, Memphis, Tenn.—The 
more I see of infected bladders following the ob- 
structive prostates, the more I realize that we 
should lay more stress on the preparation of 
these cases for prostatectomy. We cannot use 
too much time in getting the patient prepared 
for the prostatectomy and we have not com- 
pleted our work by doing a suprapubic drain, be- 
cause most of these bladders—if they are not 
infected when we open them—become infected 
within the next two or three days. We should 
have the bladders irrigated every day and see 
that they are draining perfectly. Even with a 
large tube in the bladder we cannot keep them 
clean without irrigating every day with some 
sterile solution. The mucus and pus that is ac- 
cumulating in the bladder because of some bac- 
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terial infection must be eliminated before we 
can expect to institute the proper drainage and 
get the kidney into proper condition, which we 
are supposed to do. It is up to us to irrigate 
the bladder and see that the kidneys are func- 
tioning properly before we do the final stage of 
the operation. 


I agree with Dr. Livermore that a markedly 
distended bladder should not be emptied imme- 
diately, but gradually. That can be done by put- 
ting in a drainage tube with a purse string su- 
ture. We can make it dry round the wound and 
control the amount of urine we want to let out 
each time. I have seen cases have uremia or 
anuria following immediate emptying of the blad- 
der. Those who have not had them will have 
them if they continue to empty such bladders at 
one sitting. 


We cannot lay too much stress on getting the 
patient into condition for the operation. We can 
probably all remove the prostate, but that is the 
least part of our work. The men who have the 
most success in prostatectomies are the ones who 
lay special stress on the preliminary treatment. 


Dr. Paul Gelpi, New Orleans, La.—Only in ex- 
ceptional cases have I been troubled with hemor- 
rhage following prostatectomy. The guide I use 
is a simple one. I wash out the bladder with 
very hot solution and in those cases where the 
fluid becomes faintly tinged with blood I feel 
safe. If there is quite a marked tinge, I decide 
to pack. I insert an umbrella catheter in the 
urethra, have it press down over the point of 
enucleation and then pack gauze under and 
around it and let it come out through the supra- 
pubic wound. I find there is usually enough 
space to allow drainage below without wetting 
the patient too much. 


I have used spinal anesthesia for over eighteen 
years in my urologic work. I have successfully 
used cocain, stovain, tropococain, alypin, and 
since the war I have been using apothesin. In 
prostatic work particularly I have been very 
happy in my results. We have verified time and 
again that there is no shock. The patient’s pulse 
after operation is the same as before operation. 
The analgesia is perfect, and even in the fibrous 
cases that are rather difficult of enucleation it 
is sufficient to allow us to complete the operation 
without hurry. In only one case have I ever had 
serious trouble, and I have had no fatality. 
When we first used spinal anesthesia with cocain, 
annoying symptoms arose and were usually due 
to the fact that the patient’s head was allowed 
to go too far down on the table and the cocain 
rapidly reached the medulla. In the case re- 
ferred to, the pulse went to pieces, as did the 
respiration, the patient was in bad shape and it 
was only by prompt stimulation and getting him 
back into the upright position that we were able 
to save him. But I was still able to remove the 


- prostate and the patient is in fine condition at 


the age of sixty-six. 


Dr. Arthur L. Chute, Boston, Mass.—F rom Dr. 
Boyd’s paper, do I understand that at the second 
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operation you enlarge the suprapubic incision? 
I try to avoid this by using a sufficiently large 
suprapubic tube at the time of the cystotomy so 
that the opening can be dilated at the time of 
the second operation to a degree great enough to 
allow whatever intravesical maneuvers are neces- 
sary. I believe it is an advantage not to open up 
the abdominal planes a second time. 

Dr. Boyd spoke of puddling in the posterior 
urethra. Oftentimes this is the result of leaving 
a diaphragm or a high threshold at the bladder 
outlet, the result, I believe, in part, of the stress 
that the Baltimore school has put upon the dan- 
ger of cutting the internal sphincter. If, after 
you enuclate the prostate, you find a diaphragm 
at the outlet, it is important to cut it. In such 
instances I pick up this fold of tissues, which 
is like an “apron” dam, between two long straight 
clamps and then cut between them. The flap I 
sometimes pack down lightly against the raw sur- 
face of the cavity from which the prostate had 
been removed. This maneuver I believe important 
in preventing certain contracted bladder outlets 
that I have seen following prostatectomies. I 
have always felt that the internal sphincter was 
of little value and could be practically disre- 
garded in suprapubic operations. In perineal 
operations when one may weaken the external 
sphincter, either by incision or scarring, the pre- 
servation of the internal sphincter becomes an 
important matter. 

The method to employ in the pre-operative 
emptying of the over-distended bladder always 
interests me. For the most part I employ the 
immediate incision under novocain, but whenever 
I go to a meeting where the pre-operative use of 
a catheter is enthusiastically advocated, I go 
home convinced that I have found a panacea 
and that I am now going to be able to get all 
my patients well. But I find that while, for the 
most part, it works well, as does suprapubic in- 
cision, there is still the same small percentage 
of people who fade away. It is my conclusion 
that there is a small percentage of people that 
we cannot save, no matter whether we open their 
bladders suprapubically or drain them by cathe- 
ter. 

I cannot agree with the routine irrigation of 
the bladder after operation. You want to know 
just how much urine the kidneys are getting out 
and irrigation makes this difficult to measure. 
A considerable diminution in the output of urine 
may be the first indication of serious renal in- 
volvement. It is important that this be recog- 
nized early that it may be properly combated by 
the use of salt solution. 


I am sure that there are cases in which we 
will cause spinal anesthesia trouble, but the 
trouble is such as to worry the operators rather 
than to endanger the patient. If spinal anesthe- 
Sla were used more in prostatectomy, we should 
not have so much talk about post-operative hem- 
orrhage. It lowers the pressure materially and 
favors clotting. A few days ago we took the 
blood pressure of a patient on whom I was enu- 
cleating a prostate, and we found it to be 70/45. 
Sometimes it goes even lower. This man was 
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doing well in every way and no one would have 
guessed that he had so low a blood pressure. It 
simply illustrates the way in which the blood 
pressure goes down and clotting is favored. An- 
other advantage of spinal anesthesia is that after 
the injection one has an hour and a half in 
which there is no increased anesthetic risk, and 
one may use this time in controlling any hemor- 
rhage there may be by temporary packing. If 
one does this he will rarelv have occasion to use 
the Pilcher bag or any other hemostatic device. 
The bleeding has ceased before you put in a su- 
prapubic tube. 


Dr. J. Shelton Horsley, Richmond, Va.—Hem- 
orrhage. shock and infection are an important 
trinity following operation, and they have a 
marked relation to each other. Early hemor- 
rhage and early shock can be cured by transfu- 
sion if it is given soon enough. Infection fre- 
quently follows as the result of either of these 
complications. Hemorrhage elsewhere in the 
body is controlled first by applying pressure, as 
when we ligate or clamp a vessel, and the second 
point is packing. For instance, if a uterus were 
bleeding, we would pack with gauze, not with 
rubber. If there was a bleeding wound in the 
muscular part of the thigh, we would pack with 
gauze. Gauze does two things: first, it exercises 
a certain amount of pressure; and, second, it pro- 
motes clotting. Clotting depends upon the pres- 
ence of fibrin ferment in which another sub- 
stance from tissue cells called prothrombin or 
thrombokinase is essential. Gauze is rough and 
promotes clotting by producing prothrombin or 
thrombokinase from injured blood and tissue cells. 
Rubber is smooth and does not promote clotting. 
Rubber bags and other material of that sort de- 
pend chiefly upon pressure. It is like controlling 
hemorrhage in the leg; a tourniquet is most 
valuable at first, but it is dangerous if it is left 
on too long. If you leave a Hagner bag in place 
for seven or eight hours and it presses upon 
the tissues it acts as a tourniquet and may pro- 
duce local necrosis, whereas the packing with 
gauze depends not solely upon pressure. 


Transfusion should be looked forward to in 
every case. We rarely do a prostatectomy with- 
out having two or three donors matched up be- 
forehand. Then if the blood pressure goes down 
we use a transfusion by the direct method, never 
citrate. If an old man gets a chill it will work 
much harm, probably more than a transfusion 
will do good. We have never had a bad reaction 
following a direct transfusion. 


Dr. Boyd, Atlanta (closing).—About keeping 
the patients dry with the mushroom catheters, 
Dr. Walther is right that some of them cannot 
be kept dry by any means, but where a very 
large mushroom catheter is used, with a large 
head, it is often possible to keep most of the 
urine flowing through the tube. Even if you 
can get rid of only a great part of the fluid, 
patients are kept more comfortable, especially 
those who are nervous. 
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Dr. Nelken said he pulled the Pilcher or Hag- 
ner bag down and then distended it. That is 
the wrong way to apply it. It should be well dis- 
tended and then pulled down. If it is well dis- 
tended and the fringes of torn tissues are pressed 
back under the bag, they can nearly always be 
kept in place, even in large wounds, and the 
hemorrhage controlled. The blood is not entirely 
pushed away from the surface of the tissues by 
the bag and a good deal of blood can accumulate 
between the bag and the tissues where it clots. 

The comparison of the tourniquet and the pres- 
sure produced by the Hagner bag does not seem 
to me to be a suitable one. With the tourniquet 
you compress all the vessels by pressure from 
the outside against a bone on the inside and are 
thus able to stop the flow of blood from the bone 
to the surface, while with the bag the pressure 
is largely superficial and diminishes as it extends 
downward into the tissues. You do not get a 
necrosis unless you put on great pressure and 
leave it in for a long time. It is seldom neces- 
sary to leave it in long. 

I have inserted the bag in patients who were 
bleeding profusely and strapped it down t> the 
leg while the bladder was still open and I could 
thus observe the bleeding immediately stop. If 
you try this you will be convinced that it is easy 
to control the hemorrhage. Of course you will 
occasionally get a secondary hemorrhage, but if 
you allow the bag to collapse after you release 
the pull on the urethral tube the bladder will 
contract and you will rarely have bleeding. 

Dr. Chute’s point about the internal sphincter 
is very interesting. As he says, I was brought 
up in the perineal school where we were taught 
that the internal sphincter must be preserved 
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whenever possible. Often when the prostate js 
taken out you can feel the internal sphincter 
contract across the vesical orifice and almost shut 
off the urethra from the bladder, and I have no 
doubt that in suprapubic prostatectomy cutting 
this sphincter would do away with a good deal 
of the post-operative trouble and would have no 
bad effect at all. 


Dr. Livermore (closing).—I have seen patients 
brought in from the country who had had com- 
plete retention of urine and some ambitious doc- 
tor had catheterized and completely emptied the 
bladder, die of uremia. I have also seen patients 
have severe hemorrhages due to rupture of veins 
on the floor of the bladder following the sudden 
release of pressure by the sudden withdrawal of 
the residual urine. 


I use a purse string stitch tied snugly around 
the tube and by clamping the tube empty the 
bladder as slowly or as quickly as I desire. 

I use a chromic gut suture in the fascia and 
do not put in a drain in the suprapubic space, 
unless the patient is large and fat or unless a 
cavity is there. It is usually unnecessary to 
keep this space open, but in a large, fat man 
where necrosis is likely to occur with infection 
it is important to put in drainage. 


The control of hemorrhage is most important. 
Many prostatics who are said to die from uremia 
and shock really die from hemorrhage because no 
attempt was made to control the hemorrhage. 
The blood pressure was lowered with consequent 
failure of kidney function and he dies from ure- 
mia because he lost so much blood, or he may die 
from what we call “shock” which would not have 
oecurred if he had not bled so freely. 
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EYE, EAR, NOSE AND THROAT 


ACUTE OTITIS MEDIA IN 
CHILDREN* 


By JOSEPH B. GREENE, M.D., 
Asheville, N. C. 


Acute inflammation of the middle ear in 
children is.one of the most frequent, and 
likewise the most serious, conditions the 
specialist in our branch of medicine is 
called upon to treat. The condit‘on is seri- 
ous not only for the reason that its com- 
plications endanger life, but also from the 
fact that the valuable sense of hearing 
may be impaired or entirely lost. The 
middle ear and the adjacent tissues, par- 
ticularly the eustachian tube, in infancy 
and childhood have certain anatomical dif- 
ferences from those of the adult which 
have a distinct bearing upon the course of 
the disease, so that it seems desirable to 
direct your attention briefly to these struc- 
tural peculiarities. 

In the first place, the eustachian tube in 
a young child is short and relatively large. 
Its direction from the naso-pharyngeal 
orifice is almost horizontal, differing in 
this respect from that of the adult, which 
has an oblique course upward. It is also 
thought that the tube in a child is more 
patulous. It can be readily seen with what 
ease micro-organisms gain entrance to the 
middle ear from infections of the upper 
respiratory tract. The drum membrane 
in a child is more horizontal, and is 
thought to be thicker than that of+ the 
adult. The difference in thickness, and also 
the shorter and more open tube which af- 
fords at times partial drainage of the 
middle ear, would explain the occasional 
delay in the spontaneous rupture of the 
drum membrane in children. The middle 
ear in the young is said to contain rem- 
nants of embryonic tissue, a factor which 


’ lowers its resistance to infection. 


It is well to bear in mind the possible 
presence of a defect or dehiscence in the 
petro-squamosal suture situated in the teg- 
men tympani. The absence of bony struc- 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Sixteenth Annual 
Meeting, Chattanooga, Tenn., Nov. 13-16, 1922. 


ture at times in this region makes easy 
the occasional early extension of infection 
from the middle ear to the cranial cavity, 
causing meningitis. The antrum is pres- 
ent at birth and is of considerable size, 
though situated on a much higher level 
than in the adult. The outer wall of the 
antrum is thin and the bone is of soft 
structure, which explains the frequent de- 
velopment of the sub-periosteal abscess in 
this region. The mastoid cells are not a 
factor to be considered until about the 
end of the second year of childhood. The 
antrum, however, which is merely an ex- 
tension of the middle ear, may require 
opening and drainage. 

It cannot be questioned that the pres- 
ence of adenoids and diseased tonsils are 
causative factors in producing acute in- 
flammation of the middle ear in children. 
This lymphoid tissue acts harmfully, not 
only in harboring infection, but in pre- 
venting ventilation and drainage of the 
middle ear. I cannot agree with a well- 
known aurist who regards large adenoids 
as a protection to infection of the middle 
ear by closing the mouth of the eustachian 
tube. Children who have been successfully 
rid of their tonsils and adenoids are less 
liable to middle ear inflammation. Chil- 
dren are also susceptible to the acute in- 
fectious diseases, particularly scarlet fe- 
ver, measles and diphtheria, which makes 
them liable to attacks of acute otitis media. 
Acute rhinitis, or what is often termed 
cold in the head, is a frequent cause of 
middle ear inflammation. Acute intestinal 
diseases, so often encountered in the 
spring and summer, are frequently com- 
plicated with middle ear disease. Anemic 
and undernourished children have a low- 
ered resistance to the invading organisms. 

The nasal douche in the hands of the in- 
experienced can easily drive infection into 
the middle ear. It is only in exceptional 
cases that its use is justified. The swim- 
ming pool is another fruitful source of 
middle ear infections and will continue as 
a causative factor as the popularity of 
water sports increases, for the possibility 
of keeping a common swimming pool sani- 
tary has not yet been attained. 
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The organisms concerned in acute otitis 
media are varied, and frequently there is 
a mixed infection. Though the course of 
the disease and the severity of the attack 
cannot be accurately determined from the 
type of organism present, yet we are ac- 
customed to anticipate a rather severe at- 
tack in the presence of streptococci and 
pneumococci. This is particularly the case 
when the middle ear inflammation is as- 
sociated with measles or scarlet fever. 
There are cases, however, where the pa- 
tient’s resistance is low, that the less viru- 
lent organisms, as the staphylococci, may 
set up a very severe inflammatory condi- 
tion. So we cannot with certainty predict 
the course of the middle ear disease from 
the type of the invading organism. 


It is unfortunate that the classification 
of the acute middle ear diseases is a bit 
hazy. There does not seem to be, for in- 
stance, in the early stages, a clinical dis- 
tinction between acute catarrhal otitis 
media and the acute suppurative form of 
the disease. Of course when the discharge 
is distinctly purulent, the differentiation 
becomes plain enough. I am of the opinion 
that the purulent type of the d‘sease in the 
early stages is usually of the simple or 
catarrhal form. Kerrison in his excellent 
work makes his classification from the 
anatomical situation of the inflammation. 
If the exudate is located in the atrium 
alone, he calls it catarrhal, or simple; if 
in the vault, as well as the atrium, he 
designates it purulent otitis media. For me, 
it has been frequently difficult from oto- 
scopic findings to determine with accuracy 
the site of the exudate. In discussing the 
symptoms and treatment of this condition, 
I shall not attempt to distinguish sharply 
the two types of the disease, except to say 
that an attack which sets in with mild 
symptoms, particularly with reference to 
temperature, we are likely to regard as 
a simple or catarrhal type. When the 
symptoms are more severe, and the dis- 
charge soon becomes purulent, we call it 
suppurative otitis media. 


A case may begin as a catarrhal type 
and later assume a suppurative form. 
There is usually present a triple symptom 
complex: temperature, pain and defective 
hearing. In infants and young children, 
the hearing function cannot be readily de- 


termined, and the evidence of pain is not 
always elicited. Previous to the fourth 
month in infancy the motor response to 
sensations being hardly developed, we sel- 
dem have movements of the hand to the 
affected ear as we have in later months of 
infancy and childhood. Temperature then 
becomes by far the most important symp- 
tom of the disease and very rarely is it 
absent. The temperature is of the con- 
tinuous type and the afternoon rise may 
be as high as 104 or 105 degrees. The 
pulse rate is greatly increased. Extreme 
restlessness as evidenced by rolling and 
tossing in bed is a symptom of considerable 
value. Convulsions may occur, due not 
only to the general toxemia, but to the 
close relationship between the middle ear 
and the brain cavity. 


It is in infants that the appearance of 
the drum membrane assumes the greatest 
importance. In the early stage of the 
disease there is only slight redness of the 
drum membrane, particularly evident in 
the region of the long process of the mal- 
leus, or possibly confined to Shrapnell’s 
membrane. In a later stage of the dis- 
ease we observe marked redness and swell- 
ing of the tympanic membrane, with ob- 
literations of the landmarks. A more ad- 
vanced stage of the inflammatory condi- 
tion is evidenced by bulging, particularly 
in the postero-superior quadrant, though 
it may be in other portions of the mem- 
brane. Vesicles are at times seen, espe- 
cially in inflammatory conditions associ- 
ated with influenza. 


From what has been said, it would 
hardly seem necessary to repeat that in 
the young the otoscopic findings are of 
first importance. In certain cases, the dif- 
ferential diagnosis between acute middle 
ear disease and furunculosis of the canal 
offers some difficulties. A very slight rise 
of temperature, or its entire absence, 
would speak in favor of furunculosis. 
There is usually marked pain and tender- 
ness on moving the cartilage of the ear. 
Inspection of the ear canal should reveal 
some swelling. In older children it will be 
noted that the hearing function is not dis- 
turbed, the test being made while the canal 
wall is held open with a speculum. How- 
ever, we may have suppurative otitis me- 
dia complicated with furunculosis of the 
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canal wall, a very difficult condition to 


confront us. 

The most frequent complication of acute 
otitis media is mastoiditis, which in in- 
fancy till the end of the second year of 
life means a necrosis of the antral wall. 
On account of the slight bony protection 
of the brain cavity, meningitis is a fairly 
frequent complication. Sinus thrombosis 
may occur, evidenced by great exacerba- 
tion of temperature, and often there is 
positive blood culture. Distinct chills, so 
frequently observed in older children and 
adults, are a less frequent symptom in the 
very young. Acute inflammation of the 
labyrinth may be present though, fortu- 
nately, this is not a frequent complication. 
On account of the slight protection of the 
facial nerve in the bony canal, there may 
be paralysis of the facial muscles; usually, 
however, this is of short duration. Extra 
dural abscesses and brain abscesses may 
complicate a suppurative otitis media, 


though they are rare in the acute stage of © 


illness. 

As preventive medicine is so much the 
order of the day, we as otologists have a 
special duty we owe our patients and the 
public to teach how best to prevent middle 
ear disease and its occasional resulting 
deafness. There is hardly a question that 
the presence of diseased tonsils and ade- 
noids plays a very important role in the 
cause of the condition. The acute infec- 
tious diseases, particularly scarlet fever, 
measles and diphtheria, run a milder 
course, and the ear complications are less 
frequent when the tonsils and adenoids 
have been successfully removed. The 
writer on one occasion removed the ade- 
noids of a child who had been freshly ex- 
posed to measles, with the hope of lessen- 
ing the danger of the complicating middle 
ear disease. This child whose adenoids 
were removed came down with measles at 
the expected time and went through the 
course of the disease without the slightest 


‘symptom of middle ear involvement. In 


my opinion this preventive measure 
should be more frequently considered un- 
der such circumstances. 

_ Children suffering from head colds, par- 
ticularly if fever be present, should be put 
fo bed and the nose given appropriate 
treatment. They should be taught not to 
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blow their noses too violently, and then 
closing only one nostril at a time. The 
possible danger of the nasal douche, which 
has previously been referred to, should be 
taught our patients and its use permitted 
only in exceptional instances. The swim- 
ming pool in our large cities is becoming 
a greater menace, and certainly those who 
are susceptible to middle ear disease 
should abstain from swimming. It is very 
important that children with a perforated 
ear drum, though it be entirely dry, 
should stay out of the water. Children 
suffering from acute infectious diseases 
should have their mouths kept as clean and 
as aseptic as possible and the associated 
nasal condition should be given proper 
treatment. The ear drum should be exam- 
ined daily as routine. For this we must 
rely upon the pediatrician and the general 
practitioner. 


As to the treatment of acute otitis me- 
dia, at the first appearance of symptoms 
our patients should be put to bed in a cool 
and well ventilated room, both extremes of 
temperature, if possible, being avoided. It 
is with some hesitation that I speak of 
such a well recognized form of treatment 
as purgation, for practically every writer 
whom I have consulted urges this as a first 
and essential consideration. In my opin- 
ion, it is the least important. Should the 
child by chance be constipated, a mild lax- 
ative, or what is often quicker and better, 
an enema, may be prescribed. You recall 
that up to a few years ago we were urged 
to use purgatives as a preparatory meas- 
ure for operations under general! anesthe- 
sia. We have learned that our patients do 
better without this needless medication. 
It would seem that we hold fast to tradi- 
tions in medicine. Our patients should be 
given light and easily digested food and 
plenty of water to drink. It has seemed to 
me that the importance of drinking plenty 
of water has not been sufficiently empha- 
sized. 


On account of the close association of 
the middle ear and the eustachian tube 
through the nose and naso-pharynx, this 
region should receive treatment, with the 
idea of opening the nasal cavities and af- 
fording ventilation and possibly drainage 
of the tube and middle ear. For this pur- 
pose a few drops of a weak solution of 
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epinephrin to the nose may be prescribed, 
though I am in the habit of using drops of 
iodin, menthol and camphor, each one-half 
grain or a grain to the ounce of hydrocar- 
bon oil. Ten to twenty per cent argyrol 
has been recommended. It has always 
seemed to me that the use of drops in- 
stilled in the nose is far preferable to an 
atomizer. For the earache in the early 
stage of the disease, warm carbolized glyc- 
erin dropped in the ear canal is very grate- 
ful. It has the added advantage of plac- 
ing the drum and ear canal in a more 
aseptic condition in case paracentesis 
should later be required. For the pain and 
restlessness, small doses of paregoric or 
acetyl salicylic acid are often useful. Ap- 
plication of heat in the form of a hot water 
bag to the affected ear adds greatly to the 
comfort of the patient. 

_Should evidence of pain persist, partic- 
ularly when associated with a rise of 
temperature, incision of the tympanic 
membrane should be seriously considered. 
The indications for paracentesis become 
positive when the symptoms of pain and 
high temperature are associated with a 
red and swollen drum membrane. We 
must bear in mind that there are cases of 
severe middle ear diseases where the drum 
membrane shows very slight changes, cer- 
tainly not the bulging so often described, 
where a paracentesis is indicated. Then 
again symptoms of pain and temperature 
may be slight, particularly in undernour- 
ished children, and here we must rely upon 
the appearance of the drum membrane as 
our guide for operative interference. 


To sum up the situation, in determining 
the necessity for making an incision .in 
the tympanic membrane, we must take 
into consideration the symptoms with the 
clinical history, though our greatest reli- 
ance, particularly in very young children, 
must be placed upon the otoscopic findings. 
If possible, operation should be performed 
under general anesthesia, nitrous oxid be- 
ing preferred. Ether, in my opinion, has 
the preference over chloroform. There are 
times when we must operate with a local 
anesthetic, and my preference in such 
cases is for the Politzer’s mixture of co- 
cain, menthol and phenol. 


It seems quite important, before operat- 
ing, to disinfect the drum membrane and 
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ear canal. For this purpose I am in the 
habit of swabbing the canal with alcohol, 
which serves the additional purpose of 
removing epithelial scales and fragments 
of wax which interfere with a proper view 
of the drum membrane. The incision should 
of course be a long one, the point of elec- 
tion being in the posterior half, the incision 
extending from the floor to the superior 
wall. The operation is usually followed 
by a considerable flow of blood from the 
canal, which is soon succeeded by a sero- 
sanguinous discharge. In the suppurative 
form this discharge soon becomes purv- 
lent and may continue for several weeks, 
while in the simple form we may expect 
a cessation of the discharge within a few 
days. 

In case a general anesthetic is admin- 
istered for the paracentesis, the question 
of removing the adenoids at the same time 
is to be considered. I have practiced this 
on several occasions with uniformly satis- 
factory results. There would seem to be 
no objection to this procedure from a sur- 
gical standpoint. In fact, it has much to 
commend it. There might be offered 
some valid objections to the operation of 
tonsillectomy during the acute stage of 
otitis media, which would not apply to the 
simple operation of adenoid removal. 


It is my custom immediately after an 
incision of the drum membrane to direct 
that the ear be irrigated every few hours 
with warm boric acid solution, drying the 
ear canal as well as possible after irriga- 
tion. This measure facilitates drainage, 
which is so important, and at the same 
time supplies heat, which is an aid to reso- 
lution. Kerrison strongly advises early 
irrigation after incision for the purpose 
of removing the clot, which tends to pre- 
vent the exit of discharge from the middle 
ear. The frequency of irrigation should 
diminish as the temperature falls and the 
discharge lessens. Should the discharge 
continue for several weeks in spite of all 
efforts, we should abandon the irrigation 
and advise frequent dry swabbing of the 
ear canal, taking care that all discharges 
be removed as far back as the drum mem- 
brane. 

The dry treatment has many strong ad- 
vocates and consists in placing a wick ) 
sterile gauze carefully and loosely into the 
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ear canal, taking pains that it reach, if 
possible, the point of incision of the drum 
membrane. This method has never ap- 
pealed to me, for the reason that one is 
never sure that it facilitates drainage, 
particularly when the discharge becomes 
thick and purulent. Then again removal 
of the wick and its insertion can only be 
accomplished by the aurist in attendance, 
except where the patient is in a hospital 
and under the care of a trained interne. 

I should like to emphasize the following 

ints brought out in this paper: 

(1) The difference in the anatomy of 
the temporal bone and adjacent structures 
of infants and children from that of 
adults. 

(2) Our duty in urging all measures 
possible for the prevention of middle ear 
disease and the importance of instituting 
prompt and appropriate treatment as soon 
as symptoms arise. 

(3) The importance of early incision of 
the drum membrane without waiting for 
all the cardinal symptoms and the marked 
changes in the tympanic membrane, keep- 
ing in mind the fact that it is safer to 
— a day too early than an hour too 
ate. 

305 Haywood Building 


DISCUSSION 


Dr. John H. Foster, Houston, Tex.—We are 
all familiar with the patency of the eustachian 
tubes in children which makes easy the entrance 
of infection from the nasopharynx. I have ob- 
served the expulsion of fluid from the middle ear 
by the act of mild coughing in a child. There 
can hardly be any question also as to the action 
of adenoids as a causative factor. I have been 
accustomed to say that recurrent attacks of 
purulent otitis media are diagnostic of adenoids, 
the removal of which is necessary to bring about 
a cessation of attacks. 

I do not believe that the classification of acute 
otitis media into catarrhal and suppurative is 
correct. The conditions are rather different de- 
grees of severity of the same process. This, in 
turn, varies according to the nature of the in- 
vading organism and the resistance of the pa- 
tient, and also the thoroughness of the early 
drainage. True, pus is never found for two or 
three days after the onset of infection, and mild 
ret get well without the formation of pus 

all. 

, The question of the diagnosis of this condition 
in infants sometimes is a fine point. In many 
cases the drum is not reddened and the position 
so nearly horizontal makes the question of the 
Presence of fluid hard to determine. 
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On one point I am inclined to take issue with 
Dr. Greene. He says, “The most frequent com- 
plication of acute otitis media is mastoiditis.” I 
am inclined to believe that subperiosteal abscess 
without mastoiditis is more common. 

When a child with an acute otitis media de- 
velops a swelling behind the ear and the ear 
becomes pushed out, he is generally rushed to 
the hospital and an emergency mastoid done. If 
the ear condition has been going on for some 
time, he may have a mastoiditis with a perfora- 
tion of the cortex with the formation of a sub- 
periosteal abscess such as is seen in older pa- 
tients. But he may not even then, and if the 
condition has developed within the first few days 
of the attack you may put it down as almost cer- 
tain that the infection has spread up from the 
tympanic ring underneath the periosteum outside 
the mastoid. In many of these cases the pus can 
be expressed through the middle ear and at most 
only an incision down through the periosteum is 
all that is needed to effect a cure. In doubtful 
cases it is my custom to prepare to do a mastoid, 
make a free incision and inspect the bone. If 
no perforation of the cortex is present, I know 
the infection did not come through the bone. 
The wound may then be closed except for a drain 
and the patient will be well in a few days. Oc- 
casionally evidence of septic absorption is pres- 
ent without mastoid symptoms demonstrable by 
inspection, palpation or the use of the x-ray. In 
my cases the difficulty has been made greater by 
the fact that both ears were involved. In such 
cases the absorption has probably been directly 
through the jugular bulbs. All such cases 
cleared up, but I can assure you that they caused 
me a great deal of uneasiness. 

In regard to treatment, I am an advocate of 
early incision. If in doubt, I incise. As a con- 
sequence, in the great majority of cases it is not 
necessary to see the case but once. They clear 
up rapidly. 

We do have a class of cases, however, that 
taxes our wits to the utmost. Certain strepto- 
coccic cases tend to form an exudate that blocks 
drainage, while in others the swelling, or hyper- 
plasia, of the tympanic mucous membrane inter- 
feres with drainage a great deal. In such cases 
the use of suction and alcohol drops is some- 
times of advantage, while in others a mastoid op- 
eration is necessary to secure drainage and 
prompt healing. 

Dr. Homer J. Dupuy, New Orleans, La—I 
think Dr. Foster is mistaken in drawing the con- 
clusion that in a case of post-aural abscess in 
which the cortex shows no solution of continuity 
between the inside and outside of the mastoid 
genuine mastoiditis, is absent. We see case after 
case of post-aural abscess without cortex de- 
hiscence of any kind in which there is trouble 
within the mastoid cells. In a few instances in- 
vasion may occur from the middle ear along the 
posterior wall of the external meatus to the peri- 
osteum over the mastoid. This, however, I be- 
lieve, is the exception. 

Dr. Clifton M. Miller, Richmond, Va.—The 
cases that really puzzle the pediatrician as well 
as ourselves are not those showing with a red 
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drum and causing a restless child, but those cases 
with low-grade fever from 99.5 to 100.5° day 
after day, the child restless and fretful, with no 
definite symptoms. A large percentage of those 
cases that have adenoid infection will have mid- 
dle ear trouble. I have opened a half dozen ears 
in the last three months, with three-hour cessa- 
tion of temperature. There is no particular in- 
flammation, but there is a bulging. They will 
clear up and get well in ten days by glycerin in 
the middle ear and treatment of the pharynx, 
and they will clear up in a shorter time by open- 
ing and getting serous drainage from the middle 
ear. 

I agree with what Dr. Dupuy has said in re- 
gard to subperiosteal abscess. I have seen them 
where you push on the abscess and you push pus 
out of the external ear cavity. 

For irrigation to clear up the pus I consider 
normal saline or bicarbonate of soda better than 
boric acid. 

Dr. M. F. Arbuckle, St. Louis, Mo.—It is a 
serious question in my mind whether there is not 
in every case of acute otitis media of unusual 
duration, also an acute mastoiditis. I do not 
mean a mastoiditis that will have to be operated 
upon, but I believe there is an infection in most 
cases where it lasts, especially if there has been 
bulging. I am afraid I shall have to disagree 
with Dr. Foster about sub-periosteal abscess. 

The question often asked me is, “What will 
happen to the hearing after the ear drum is 
opened?” I am a firm advocate of early incision, 
but that is the question that is put to me most 
often. I think that is one of the best ways of 
conserving the hearing that I know of. A thing 
that I have found very useful to control pain 
while opening ear drums, both in adults and 
children, is ethyl] chlorid, inhaled. 

For clearing up the infection of the nose, I 
have been using mercurochrome considerably, and 
I think it is very efficacious. 

Dr. Jos. D. Heitger, Louisville, Ky—Dr. Greene 
spoke of the variation in anatomy, but to me 
the most important point is the variation in the 
pneumatization of the temporal bone. If you 
go back over the old text books and anatomies 
you will find that the mastoid has been divided 
into three types: diploic, pneumatic, and mixed. 
Instead of there being three types, these are only 
phases of the pneumatization of the temporal 
bone. A careful study of Witmaack’s work pub- 
lished several years ago will illustrate all this 
and clear up a great many things that have been 
bones of contention in our discussions in past 
years. The essayist mentioned the differentia- 
tion between the catarrhal and suppurative types. 
We have all seen these types; but to limit the 
catarrhal type to the cavum and the suppurative 
to the attic does not logically sound right. It is 
a meaningless explanation. Witmaack, in his 
work on the pneumatization of the temporal bone, 
considers the completely pneumatized mastoid as 
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the only normal type of mastoid. The so-called 
diploic and mixed types belong to the category 
of delayed and incomplete pneumatization. A 
completely pneumatized mastoid is the one that 
gets well with blood-clot dressing, that gets well 
with the minimum of surgical interference, and 
it simply means that such a mastoid is easily 
drained, whether it is through the membrana 
tympani or through a post-auricular wound. | 
would certainly recommend this book to your at- 
tention. I have been told that Dr. F. N. Bige- 
low, of Providence, is translating it for the bene- 
fit of those who cannot read German. Witmaack 
goes so far as to state that any pathology ap- 
pearing in the middle ear or mastoid is condi- 
tioned by the development that takes place in the 
first two years or so of the life of the individual. 
A careful study of this work will, I think, bring 
you to the same conclusions that I have reached, 
namely, that it does clear up a great many things 
which have been covered with meaningless 
blanket terms in the past. 


Dr. Harold Bailey, Springfield, Mo—A few 
months ago I saw a baby twenty months old, 
brought to me with an edematous, tender swell- 
ing behind the ear. The temperature had-been 
102 to 104° for a week. I advised opening the 
periosteum, thinking it was a subperiosteal ab- 
scess. The father consented, but the mother did 
not. Of course, the mother had her own way 
about it. I watched that child for three or four 
days, examining the drum every day, but there 
was no apparent pathology there. It had never 
had a running ear, no discharge or redness of 
the drum, no bulging and no clouding of the 
tympanic reflex. Finally, I noticed a little red- 
ness and bulging, and I took the child to the 
hospital and incised the drum, removed the ade- 
noids and opened up the mastoid. I expected to 
find a subperiosteal abscess, but I found a mas- 
toid full of pus that had ruptured through the 
cortex and caused a subperiosteal abscess to form. 
I mention this case because, to me, it was unique 
for a baby twenty months old to go through a 
middle ear infection, with mastoiditis, with a 
rupture through the cortex, without any appar- 
ent change in the ear drum. 

Dr. Greene (closing).—With reference to the 
suggestion of Dr. Foster that a mastoiditis is 
not the most frequent complication of acute 
otitis media, I have been in the habit of consider- 
ing subperiosteal abscess as a form of mastoid- 
itis, whether or not it comes through the cortex 
of the antrum or superficially from the middle 
ear. It is a difference of terms rather than of 
fact when you consider the mode of infection as 
differentiating mastoiditis. 

I am inclined to think that in all cases of 
periostitis of the mastoid it is safer to open the 
antrum for drainage, though the infection should 
come through the middle ear without perforating 
the outer wall of the antrum. 
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BASAL METABOLISM 


In view of the increasing importance in 
clinical work of basal metabolism studies, 
it may be of interest to review briefly the 
development and simplification of these 
methods. 

Immediately after the discovery of oxy- 
gen by Priestley, in the latter part of the 
Eighteenth Century, the renowned French 
chemist, Lavoisier, studied its uses exten- 
sively. He gave it its name, oxygen, 
which means “acid former,” because from 
his experiments he wrongly concluded 
that it was necessary for the formation of 
acids. He also studied the nature of com- 
bustion and oxygen consumption in the 
human body. There is no existing record 
of the apparatus with which he worked; 
but he pointed out the relationship be- 
tween the amount of oxygen consumed 


_ and carbon dioxid excreted by the body, 


and showed that this was dependent upon 
three factors: food, work, and tempera- 
ture. The figures he obtained for oxygen 
consumption by the body under various 
conditions are strictly in accord with the 
knowledge of the present day. He laid 
the foundation for all the subsequent work 
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in metabolism by Liebig, Voit, Rubner, 
etc., on down to our own modern school 
of Lusk, Benedict, DuBois, and many 
others. 


THE RESPIRATORY QUOTIENT 


Since Lavoisier, many different, very 
accurate and highly complicated forms of 
apparatus for determining the relation of 
excreted carbon dioxid to oxygen con- 
sumed by the body, have been used. It 
has been shown that the respiratory quo- 
tient, or , varies with 
the food consumed, and that if carbohy- 
drates are consumed this ratio is unity. 
In the case of fats and proteins, it is less 
(0.7 and 0.8, respectively). That is, all the 
oxygen consumed is not excreted as car- 
bon dioxid when fats and proteins are 
consumed. 

The average caloric requirement of 
man per square meter of his surface area 
has been determined by Benedict, DuBois, 
and others on large numbers of normal 
individuals, and these average normal fig- 


ures (0.82) are used now for comparison 


with the figures obtained from persons 
who are not normal. The basal metabolic 
rate of any individual is expressed as the 
percentage of his rate above or below the 
average normal figure. 


METHOD OF DETERMINATION 


One apparatus now in common use for 
determination of the metabolic rate is the 
Benedict oxygen consumption machine. It 
is comparatively simple, and sufficiently 
accurate to possess value. There are vari- 
ous other apparatus, such as the Tissot 
spirometer which is used in many hos- 
pitals. The procedure with the Benedict 
oxygen consumption apparatus, for exam- 
ple, is as follows: 

After a fourteen-hour fast, while at 
rest, the patient’s oxygen consumption 
rate per minute is determined by the ma- 
chine. From this the number of calories 
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per hour is arrived at by multiplying by 
60 and by 4.825. The last figure is the 
caloric value of one liter of oxygen at 
respiratory quotient of 0.82, which is the 
respiration quotient assumed in this type 
of work. The patient’s body surface area 
is computed from DuBois’ height-weight 
formula; and the figure for calories per 
hour is divided by this to reduce the read- 
ing to calories per square meter per hour. 
This figure is again compared with the av- 
erage normal figure in the table of Aub 
and DuBois, which gives the average nor- 
mal calories per square meter per hour 
for different ages and sexes. The pa- 
tient’s final reading is the percentage 
above or below this average normal. 

It is thus seen that the basal metabolic 
rate is the amount of heat per hour, per 
square meter of body surface, that is pro- 
duced during metabolism when the factors 
of food and exercise are practically negli- 
gible. 


THYROID DISEASE AND THE METABOLIC 
RATE 


In the human organism in hyperthy- 
roidism the individual metabolic rate has 
been shown to be increased, and in hypo- 
thyroidism it is retarded. Comparison of 
the basal metabolic rate of an individual 
with the accepted average rate is then of 
considerable value in the study of thyroid 
disease. 


All increase in metabolic rate does not 
mean hyperthyroidism and all decrease 
does not necessarily mean hypothyroid- 
ism. But more and more the value of 
this test in thyroid disease is coming to be 
recognized. 


In diagnosis, it helps to rule out those 
syndromes resembling thyroid affections. 
In prognosis, it is an indication of the 
extent and severity of the condition. In 
treatment, it is an aid in determining 
what form should be employed, and by its 


fluctuations it will give an indication of 
the efficiency of measures used. 

It has been truly said that the work of 
the seeker after knowledge will always 
find practical application. From Lavoi- 
sier’s metabolism studies has come a test 
useful in the study of a frequently de- 
ranged ductless gland, of whose very ex- 
istence he was not even aware. 


OCCUPATION LICENSE TAX-FOR 
PHYSICIANS 


Only a few states in the Union con- 
tinue to assess a license tax on physicians 
for the privilege of practicing their pro- 
fession. It seems to be a difficult problem 
to make the legislators of these states 
realize that a great injustice is being done 
the profession by retaining on the statute 
books such antiquated laws. In some 
cities this license tax is assessed against 
the physician’s gross income, and he is 
not permitted to deduct office rent or any 
of his running expenses. 


The burden of caring for the indigent 
sick properly belongs to the state; but the 
physicians render thousands of dollars’ 
worth of service to the poor without any 
financial remuneration whatever. This 
applies not only to organized institutions 
such as the various charity hospitals and 
free clinics whose staff members give their 
time and efforts freely to this type of 
service, but also to every practicing phy- 
sician in his private work. 

If the state were required to pay for 
all the work done by physicians in the 
charity institutions and also for the char- 
ity work done by each individual physi- 
cian in a private way in his own commu- 
nity, the amount would be overwhelm- 
ingly greater than the sum collected from 
physicians as license taxes. 

Physicians do not object to bearing their 
proportion of the burden of taxation, but 
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they do resent the enforcement of the 
principle which requires them to pay for 
the privilege of bearing a burden which 
properly belongs to the state. 


THE WOMAN’S AUXILIARY OF THE 
AMERICAN MEDICAL 
ASSOCIATION 


Initiative has always been a dominant 
characteristic of Southern men and wom- 
en; and the American Medical Association 
has been wise enough to profit by plans of 
organization initiated in the South. The 
American Medical Association, and all the 
state medical associations, were reorgan- 
ized according to the Alabama plan of re- 
quiring membership in the county medi- 
cal society for membership in the state 
and National organizations. Following 
this, the state as well as the National as- 
sociations, have had an era of progress 
and usefulness not dreamed of before in 
medical organizations. 


A few years ago the wives of the phy- 
sicians who were members of the Texas 
State Medical Association, desiring to aid 
in welfare work, organized a Woman’s 
Auxiliary. It was immediately successful 
and in an increditably short time there 
were established county and district, as 
well as a state organization, of the phy- 
sicians’ wives of Texas. The Texas organ- 
ization proved so successful that last year 
the American Medical Association de- 
cided to establish a Woman’s Auxiliary in 
each state in the Union on the Texas plan. 
Mrs. S. C. Redd, of Houston, who played 
a prominent part in the auxiliary in 
Texas, was placed in charge of the Na- 
tional Woman’s Auxiliary; and cooperat- 
ing with the officials of the various state 
medical associations, she has succeeded in 
establishing state organizations in most 
of the states. 

The reports from Texas indicate that 
the Woman’s Auxiliaries to the county, 
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state and National organizations have a 
wide field of usefulness. They not only 
serve as a medium bringing about a feel- 
ing of comradeship among physicians’ 
families and adding greatly to the success 
of various medical meetings, but the wom- 
en’s organizations in the various counties 
have been helpful in securing whole-time 
health officers; they have aided in secur- 
ing funds for building hospitals; they have 
assisted in the child welfare movement; 
they have made many thousands of gar- 
ments for charity patients; and in many 
other ways have shown that they possess 
the same altruistic spirit of their hus- 


bands. 
The Woman’s Auxiliaries do not in the 


least savor of the feminist movement, but 
they show a disposition to serve mankind 
in a way that will mean much for the 
prestige of the profession of medicine and 
for the betterment of mankind. 


OUR SPECIAL TRAIN TO THE AMER- 
ICAN MEDICAL ASSOCIATION 
_ MEETING 

The suggestion has been made by a 
number of members of the Southern Med- 
ical Association that the Association op- 
erate a special train to the American Med- 
ical Association meeting in San Fran- 
cisco, June 25-29, for the convenience of 
its members and friends. After very 
careful consideration, it has been decided 
to do this, and it will be known as “Our 
President’s Special,” so named because, 
among others, it will convey the President 
of the Southern Medical Association, Dr. 
W. S. Leathers, and Mrs. Leathers. For 
this “Special” there has been chosen ‘‘The 
Scenic Route of the World,” via Colorado 
Springs and Salt Lake City, the “quick, 
cool, scenic way to the Convention City.” 

The train, a train de luxe, will start 
from St. Louis, Tuesday, June 19, at 9:00 
a.m. The itinerary will be along the 
banks of the picturesque Meramec River, 
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through the foothills of the Ozark Moun- 
tains to Colorado Springs, where a day's 
stop will be made so that the scenic won- 
ders of that region may be enjoyed. Im- 
mediately upon arrival of the train, sight- 
seeing cars will be waiting to take the 
party over Colorado Springs, Manitou, 
Garden of the Gods, Cave of the Winds, 
etc., and then on that wonderful auto road 
to the top of Pike’s Peak for sunset, re- 
turning to Colorado Springs in time for 
a late dinner at one of the famous hotels. 
Or those who wish may spend this time at 
Denver. 

Leaving Colorado Springs, the trip leads 
through the Grand Canyon of the Arkan- 
sas, through the Royal Gorge, over Ten- 
nessee Pass (a point more than ten thou- 
sand feet above the sea level—the Conti- 
nental Divide), through Eagle River Can- 
yon and the Canyon of the Grand River 
(through all this in special open-top ob- 
servation cars). 


A stop will be made at Salt Lake City 
to see that wonderful city. The organ re- 
cital at the Mormon Church, the largest 
pipe organ in the world, will itself be 
worth the stop-over not to mention a 
swim in the great Salt Lake where one 
cannot sink. A trip by electric car will 
be made to Ogden and Ogden Canyon. 


Leaving Salt Lake City, the train 
crosses the cut-off of the great Salt Lake 
and then through the famous Feather 
River Canyon, where many of the moving 
picture stars are filmed. At the World’s 
Fair, in 1915, this route justly received 
the official award of “The Scenie Route of 
the World.” On the train one thrill and 
delight after another will be experienced 
until the Convention City is reached on 
Sunday afternoon, June 24, at 5:45 
o’clock. 

Special round trip tourist rates may be 
secured for this trip, with privilege of 
returning by another route. Or if a quick 
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return trip is desired, one may come back 
over the same route. 

Any physician who is a member of his 
county and state medical associations, 
whether a member of the Southern Med. 
ical Association or not, is most cordially 
invited to travel on “Our President’s Spe- 
cial.” If you are going to the American 
Medical Association meeting this year, use 
the Southern Medical Association’s “Spe- 
cial,” and on this long trip enjoy the good 
fellowship of a group of splendid men, 
many of whom will be accompanied by 
their wives and other members of their 
families, from the states comprising the 
Southern Medical Association. 

For additional information, see the ad- 
vertisement a few pages further on in 
this JOURNAL (page 43). 


Correspondence 


ANAPHYLAXIS AND ALLERGY 


Editor, SOUTHERN MEDICAL JOURNAL: 

I have been much interested in reading the 
editorial entitled “Anaphylaxis in Every Day 
Practice,” in the April issue. It is a very timely 
editorial, but needs some clarification. 

The commonly known manifestation of ana- 
phylaxis is anaphylactic shock, while the term 
allergy, coined by Coca, is now applied to the 
group of manifestations, asthma, hay-fever, and 
urticaria. The two groups are closely allied in 
some respects, but there are several clear-cut and 
well-recognized differences. First, anaphylaxis is 
an actively acquired condition, while the hyper- 
sensitiveness of allergy is probably either inher- 
ited or present at birth; and on close questioning 
a large percentage of these patients will be found 
to have shown some evidences of the condition 
in childhood or infancy. That is, the anaphy- 
lactic condition requires a first or sensitizing in- 
jection while the allergic state does not. 

Secondly, the anaphylactic state, once estab- 
lished, lasts throughout the life-time of the pa- 
tient, or until he is actively immunized, while 
there are many cases known where the allergic 
condition has disappeared spontaneously or 
without any active treatment. 

Thirdly, efforts at active immunization are 
much more productive of definite results in ana- 
phylaxis than in allergy. 

The anaphylactic state can be immunized 
against in a few minutes or hours, while the 
allergic state yields only imperfectly to a long 
series of immunizing injections. 
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The similarity of the two states lies in that 


they are both hypersensitiveness to proteins and 
both give the rapidly oncoming shock following 
the toxic or exciting injection. 
M. Davipson, M.D. 
Birmingham, Ala., 
April 10, 1928. 


ENTRANCE EXAMINATION FOR U. S. 
PUBLiC HEALTH SERVICE 


Editor, SOUTHERN MEDICAL JOURNAL: 

Examinations of candidates for entrance into 
the Regular Corps of the U. S. Public Health 
Service will be held at the following-named places 
on the dates specified: 


At Washington, July 9, 1923 
At Chicago, IIl July 9, 1923 
At San Francisco, Calif July 9, 1923 


Candidates must be not less than twenty-three 
nor more than thirty-two years of age, and they 
must have been graduated in medicine at some 
reputable medical college, and have had one 
year’s hospital experience or two years’ profes- 
sional practice. They must pass satisfactorily 
oral, written, and clinical tests before a board 
of medical officers and undergo a physical exam- 
ination. 

Successful candidates will be recommended 
for appointment by the President with the advice 
and consent of the Senate. 

Requests for information or permission to take 
this examination should be addressed to the Sur- 
geon-General, U. S. Public Health Service, Wash- 
ington, D. C. 

H. S. CUMMING, 
Surgeon-General. 
Washington, D. C., 
April 16, 1923. 


Book Reviews 


Diseases of the Rectum, Anus and Colon. By Samuel Good- 
win Gant, M.D., LL.D., Professor and Chief of the De- 
partment of Diseases of the Colon, Rectum and Anus at 
the Broad Street Hospital, Graduate School of Medicine, 
New York City. Three octavo volumes, totaling 1616 
Pages, with 1128 illustrations on 1085 figures and 10 in- 
sets in colors. Philadelphia and London: W. B. Saun- 
ders Co., 1923. Cloth, $25 net. 

_From a standpoint of criticism, admitting the unques- 

tioned skill and experience of the author, there is too much 

Gant and not enough details of the methods of procedure 


,other than those of the author himself. Also, the splendid 


illustrations quite consistently depict the bare hands of the 
examiner in the rectum, an uncleanly procedure, which, pre- 
serving as it may a more acute sense of touch, is neverthe- 
less not in accord with the teachings of modern proctology. 

From a standpoint of praise (and this far outweighs its 
faults), it is lavishly illustrated with good photographs, 
sketches and colored plates. It discusses the embryology, 
anatomy and physiology of the parts as well as the symp- 
toms, diagnosis, treatment and operations of the various 
diseases described. It supplies a much desired and authori- 
tative system of rectal, anal and colonic diseases, and hence 
is a valuable reference work. In three volumes, it is by far 
the most ambitious and complete work ever attempted upon 
diseases of the rectum, anus and colon. 
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Social Work in Hospitals; a Contribution to Progressive 
Medicine. By Ida M. Cannon, R.N., Chief of Social Serv- 
ice, Massachusetts General Hospital, Boston, Mass. New 
and revised edition. 247 pages. New York: Russell Sage 
Foundation, 1923. 

This pioneer book on social service in connection with 
hospitals gives a brief outline of the entire subject. 

Although this type of work has spread with amazing rapid- 
ity in the past ten or fifteen years, the full importance of 
the subject is still not fully appreciated. 

This volume has done much to explain the purposes and 
=" applicability of social service to hospital adminis- 
ration. 


Labyrinth and Equilibrium. Monographs on Experimental 
Biology. By Samuel Steen Maxwell, M.S., PhD., Profes- 
sor of Physiology, University of California. Edited by 
Jacques Loeb, Rockefeller Institute; T. H. Morgan, Co- 
lumbia University; and W. J. V. Osterhout, Harvard 
University. With 163 pages, illustrated. Philadelphia 
and London: J. B. Lippincott Co., 1923. Cloth, $2.50. 
The names of the editors of this series guarantee its 

scientific accuracy. This book, in particular, is a condensa- 

tion of information concerning the mechanism of the equi- 
librial reactions of vertebrate animals. 


How We Resist Disease. An Introduction to Immunity. 
Lippincott’s Nursing Manuals. By Jean _ Broadhurst, 
Ph.D., Assistant Professor of Biology, Teachers College, 
Columbia University. With 246 pages, 138 illustrations 
and 4 color plates. Philadelphia and London: J. B. Lip- 
Pincott Co., 1928. Cloth, $2.50. 

The main principles of immunity are here put in plain 
and simple language, the terminology being as non-technical 
as possible. It is a very good selection of material from 
a wide field. 


Nutrition of Mother and Child. Lippincott’s Nursing Man- 
uals. By C. Ulysses Moore, M.D., M.Sc. (Ped.), Instruc- 
tor in Diseases of Children, University of Oregon Medical 
School; Medical Director, Cooperative Infant Welfare So- 
ciety of Oregon; President North Pacific Pediatric So- 
ciety; Pediatrist, Multnomah County Hospital and _ the 
Florence Crittenden Home, Portland, Oregon. Including 
Menus and Recipes by Myrtle Josephine Ferguson, B.S., 
B.S. in H. Ec., Professor of Nutrition, Iowa State Col- 
lege, Ames, Iowa. With 33 illustrations and 235 pages. 
Philadelphia and London: J. B. Lippincott Co., 1923. 
An especially good book which supplies all the informa- 

tion from the most recent work upon infant nutrition. 


Mistakes and Accidents of Surgery. By Harold Burrows, 
C.B.E., M.B., B.S. (Lond.), F.R.C.S., Assistant Surgeon, 
Royal Portsmouth Hospital; Late Consulting Surgeon, 
British Expeditionary Force in France; Late Hunterian 
Professor of Surgery, Royal College of Surgeons of Eng- 
land; Late Senior Assistant Surgeon, Seamen’s Hospital, 
Greenwich. With 470 pages. New York: William Wood 
& Co., 1928. Cloth, $4.00. 

It is only by keeping constantly in mind all possible pit- 
falls that the most careful surgeon can avoid them. The 
author describes the common accidents fully and has pro- 
duced a volume which will be of service to anyone practic- 
ing surgery. 


Thyroid and Thymus. By Andre Crotti, M.D., F.A.C.S., 
LL.D., Formerly Professor of Clinical Surgery and Asso- 
ciate Professor of Anatomy, Ohio State University College 
of Medicine; Surgeon to Grant and Children’s Hospitals, 
Columbus, Ohio. Second edition, thoroughly revised. 774 
pages with 105 illustrations and 39 plates in colors. 
Philadelphia and New York: Lea & Febiger, 1922. Half 
morocco and gilt top, $15.00. 

This second edition of a most elaborate work on the thy- 
roid and thymus comprises all the good points of the for- 
mer edition and embodies various improvements suggested 
by criticisms of the first edition. Notable additions and 
corrections have been made, chief among which is a valuable 
bibliography, without which no work of this nature can be 
called complete. Likewise, the importance of basal metab- 
olism is duly stressed and proper caution is urged in ac- 
cepting too literally the results of the epinephrin test of 
Goetsch. 

The book merits a more cordial reception than that ac- 
corded the former edition, because it has been transformed 
and enlarged from a most mediocre book to a valuable and 
very comprehensive work. 
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The Medical Clinics of North America. Philadelphia Num- 
ber, 26 Text Figures. 264 pages. Philadelphia and Lon- 
don: W. B. Saunders Co., January, 1928. Paper, $12.00 
per annum (bi-monthly). 

The clinics are up to their usual standard of excellency. 
In such a number of creditable presentations of subjects it 
is hard in justice to all to make special mention of indi- 
vidual clinics. However, those of Dr. David Reisman on 
“Coronary Thrombosis, With an Account of the Disease in 
Two Brothers and Remarks Upon Diagnosis and Treatment ;” 
Dr. Thomas McCrae on “Hypertension and Nephritis,” and 
“Early Treatment of Empyema by Asperation;’” and Dr. 
Henry K. Mohler on “The Value of Basal Metabolic Studies 
in the Differential Diagnosis of Conditions Resembling Hyper- 
thyroidism: Presentation of Four Cases Illustrating Its 
Value,” are worthy of especial commendation. 


The Successful Physician. By Verlin C. Thomas, M.D., Vis- 
iting Physician to Franklin Hospital, San Francisco. Phil- 
— and Lendon: W. B. Saunders Co., 1923. Cloth, 


This is a very good book of its kind, but this recommenda- 
tion needs qualification. It gives many useful pointers on 
how a physician should dress, arrange his office, his furni- 
ture, pictures, and train his personality. In other words, 
in minute detail it tells how one should appear like a good 
and successful physician. However, by devoting so many 
pages to the outward appearance, it belittles or underrates, 
in a way, the importance of being the physician who 
achieves results. However, books of social, political or med- 
ical etiquette doubtless all serve some useful purpose. 


Evolution and Christian Faith, By H. H. Lane, Professor 
of Zoology, University of Kansas. With 214 _ pages. 
Princeton: Princeton University Press, and London: 
Humphrey Milford, Oxford University Press, 1923. Cloth, 


$2.00. 

“But if the Christianity of the New Testament is good 
and true, as we believe it is, the discoverics of science 
should not contradict it, but complete its verification.”” The 
author then quotes F. H. Giddings to show that “As a 
matter of fact they have been verifying it. The generali- 
zations of physics and biology have verified the factor of 
truth in the doctrine of foreordination. The generaliza- 
tions of biology and psychology have verified the factor of 
truth in the doctrine of inherited sin. And now, our latest 
psychology verifies the doctrine of regeneration.” 

As the above quotation used by the author indicates, this 
work is an attempt to reconcile modern biology with Chris- 
tianity. Though the ideas are not markedly original, it is 
well written and contains many scientific facts discussed 
from the viewpoint of the scientist who a'so has a religion. 


Other Books Received 

Environment and Resistance in Tuberculosis. By Allen K. 
Krause, A.N., M.D., Associate Professor of Medicine, 
Johns Hopkins University; Director, Dows Tuberculosis 
Research Fund, Johns Hopkins University; Physician-in- 
Charge, Phipps Tuberculosis Dispensary, Johns Hopkins 
Hospital; Lecturer, Trudeau School of Tuberculosis; Ed- 
itor, American Review of Tuberculosis. With 137 pages. 
Baltimore: Williams & Wilkins, 1923. Cloth, $1.50. 


Southern Medical News 


ALABAMA 


Dr. Seale Harris, Birmingham, by invitation delivered two 
lectures to the Neuro-Psychiatric School of the Veterans 
Bureau, Washington, D. C., the last of March. 

The Mobile County Tuberculosis Sanatorium, Cottage Hill, 
was opened March 4. More than a thousand people attended 
the opening exercises and each brought a book for the hos- 
pital library. Dr. L. W. Roe and Dr. E. S. Sledge will be 
the attending physicians. 

The inmates of the Kilby prison presented Dr. C. H. Smith, 
Montgomery, with a gold ring on his retirement as physi- 
cian inspector for the State convict department. 

The Standard Oil Company has donated 1,000 gallons of 
oil for use in the mosquito eradication campaign to be con- 
ducted by the State Department of Health this spring. 

Dr. W. C. Gewin, Birmingham, has been appointed Con- 
sulting Surgeon and Surgeon General of Alabama’s penal 
institutions. 

Dr. Edwin O. Williamson, Gurley, has been elected Presi- 
dent of the Madison County Medical Society to fill the unex- 
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me term of Dr. C. A. Grote, who has gone to North Caro. 
ina. 

Dr. Malcolm Mooney Neel, Geiger, and Miss Martha Mae 
Dillard, Atlanta, Ga., were married February 22. 

Deaths 

Dr. Lewis Coleman Morris, Birmingham, aged 51, died 
suddenly March 23 from heart disease. 
Psd Henry E. Battle, Andalusia, died in March from heart 
isease, 


ARKANSAS 


The Davis Hospital, Pine Bluff, recently became a stand- 
ardized hospital according to the requirements of the Amer- 
ican College of Surgeons. The following staff has been ap- 
pointed: Dr. B. D. Luck, Chairman and Surgeon; Dr. W. 
T. Lowe, Gynecology; Dr. J. F. Crump, Eye, Ear, Nose 
and Throat; Dr. G. Pittman, Laboratory; Dr. J. T, 
Palmer, Obstetrics; Dr. C. K. Caruthers, Anesthesia; Dr. 
E. C. McMulien, Internal Medicine; Dr. J. S. Jenkins, 
Orthopedics. 

Dr. C. C. Kirk, Superintendent of the State Hospital for 
Nervous Diseases, Little Rock, because of the overcrowded 
condition of the hospital, has requested the county judge 
and sheriff to commit all mentally deficient persons in their 
jurisdiction to the county jail in future instead of making 
application for admission to the State Hospital. The normal 
capacity of the institution is 1,850, and they now have 
2,036 inmates. 

A new 125-bed hospital, to cost $600,000, will soon be built 
at Little Rock, according to announcement by Dr. W. F. 
Smith, Division Surgeon, Missouri Pacific Railroad. 

El Dorado is to have a new Catholic hospital erected at 
a cost of $40,000. It will contain a charity ward for the 
housing of oil field workers who may be injured in the course 
of their work. 

Dr. Thomas B. Snoddy, Conway, is now in the U. S. In- 
dian Service and has gone to Towaoc, Colo., to take charge 
of the Ute Mountain Indian School Hospital. 

Deaths 

Dr. William E. Arnold, Prescott, aged 85, died February 
25 following a long illness. 

Dr. Arthur A. Milligan, Rogers, aged 63, died February 9. 

Dr. Jules G. Belknap, Sulphur Springs, aged 67, died Feb- 
ruary 26 from infl and p ia ‘ 

Dr. Samuel William Allen, Little Rock, aged 62, died in 
Chicago, February 10. 

Dr. Alexander Everett Harris, Little Rock, aged 44, died 
March 7. 

Dr. Boulanger Gwaltney, Traskwood, aged 36, died Feb- 
ruary 


DISTRICT OF COLUMBIA 

Mr. C. P. Loranz, Birmingham, Ala., Secretary-Manager 
of the Southern Medical Association, was in Washington re- 
cently in conference with the Committee on Arrangements 
for the annual meeting of the Association, which meets in 
Washington in November. Dr. Thomas A. Groover is Gen- 
eral Chairman of the local committee. 

Dr. Charles S. White, Chairman of the Medical and Red 
Cross Committee, has announced that all physicians, nurses 
and druggists of Washington will give free treatment when 
necessary to the Shriners and visitors during the session of 
the Imperial Council of the Mystic Shrine in June. The 
service will include emergency dentistry, eye glass repairing, 
nursing and prescriptions from druggists. Twenty army 
ambulances and ten private ambulances will be constantly 
on duty. 

Deaths 


Dr. Samuel W. Murphy, Washington, aged 85, died at the 
John Dickson Home February 27 from senility. 

Dr. Joseph N. Gardner, Washington, aged 63, died Feb- 
ruary 22 from heart disease. - 


GEORGIA 


Baldwin County Medical Society has elected Dr. H. D. 
Allen, Sr., President; Dr. Jno. W. Oden, Vice-President; 
Dr. L. H. McCalla, Secretary-Treasurer. : 

Bibb County Medical Society has elected Dr. C. C. Hinton, 
President; Dr. H. J. Peavy, Vice-President; Dr. O. 
Thompson, Secretary-Treasurer. 

Brooks County Medical Society has elected Dr. A. J. 
Smith, President; Dr. E. L. Jelks, Secretary-Treasurer. 

Campbell County Medical Society has elected Dr. A. B. 
Jones, President; Dr. Camp, Vice-President; Dr. A- 
J. Green, Secretary-Treasurer. 

Cherokee County Medical Society has elected Dr. N. J. 
Coker, President; Dr. J. M. Bates, Vice-President; Dr- 
George C. Brooke, Secretary-Treasurer. 


(Continued on page 38) 
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The worst cases of Osteomyelitis are 
the best cases for ALKANITE. 


As an adjunct to good surgery “Alka- 
nite” ranks with Dakin’s. 


In 1/4-lbs. at $1.50 thru your druggist. 


ALKANITE 


WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 
able SPECIFY 


LIQUID CASCARA 
FLAVORED P-M 


LIQUID CASCARA FLAVORED P-M CO is made from high grade bark, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. 


PITMAN-MOORE COMPANY 


INDIANAPOLIS, Chemists U.S. A. 
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BURDICK 
Infra-Red 
Compress 

No. 3 


Burdick Infra- Compress applied to shoulder for 
“mild-prolonged” application. 


Infra-Red Radiant 
Energy 


No other local application of radiant energy 
is comparable with the INFRA-RED Rays. 


The Infra-Red Rays are converted into 
heat in the deeper tissues, effecting in- 
creased vascularity, cellular massage and 
maintaining active catabolism and anabol- 
ism with regression of oedema. 


The Burdick Infra-Red Generators en- 
able the physician to give either “short in- 
tensive” or “mild prolonged” applications of 
these long-wave, deeply penetrating rays 
with ease, certainty and comfort to the pa- 
tient. 


These Generators can be attached to any 
light socket, are absolutely safe to use, un- 
der perfect control and are indicated in a 
wide range of ailments. 


The introduction of this form of physio- 
therapy is so important and the clinical re- 
sults already obtained are so promising that 
we have gathered all the available infor- 
mation in an exhaustive and interesting 
treatise. 


The first edition of this book—entitled 
“Infra-Red Therapy” will be sent free to 
any physician on request. 


Burdick Cabinet Company 


Manufacturers of Light Therapy Equipment 
400 Madison Ave. Milton, Wisconsin 


(Continued from page 406) 


Cobb County Medical Society has elected Dr. Frank Mims 
President; Dr. W. C. Humphries, Vice-President; Dr. L, [; 
Blair, Secretary-Treasurer. 

Elbert County Medical Society has elected Dr. W. L. Bond, 
President; Dr. W. J. Mathews, Vice-President; Dr. B, B 
Mattox, Secretary-Treasurer. ‘ 

Emanuel County Medical Society has elected Dr. Geo, i. 
Smith, President; Dr. A. C. Johnson, Vice-President; Dr 
L. I. Lanier, Secretary-Treasurer. 

Henry County Medical Society has elected Dr. E. G. Col. 
vin, President; Dr. J. G. Smith, Vice-President; Dr. W, P. 
Sloan, Secretary-Treasurer. 

Jenkins County Medical Society has elected Dr. M. E, 
Perkins, President; Dr. C. Thompson, Secretary-Treasurer, 

Johnson County Medical Society has elected Dr. T. L, 
Harris, President; Dr. J. G. Brantley, Vice-President; Dr. 
J. G. Brantley, Secretary-Treasurer. 

The Morgan County Medical Society has elected Dr. Ww. 
C. M. Geary, President; Dr. M. Prior, Vice-President; 
Dr. J. H. Nicholson, Secretary-Treasurer. 

McDuffie County Medical Society has elected Dr. Sterling 
Gibson, President; Dr. R. Y. Pryce, Secretary-Treasurer, 

Richmond County Medical Society has elected Dr. A. A. 
Davidson, President; Dr. W. W. Battey, Vice-President; 
Dr. Jos. Akerman, Secretary-Treasurer. 

Sumter County Medical Society has elected Dr. J. F. 
Lungsford, President; Dr. F. L. Cato, Vice-President; Dr. 
E. B. Anderson, Secretary-Treasurer. 

Telfare County Medical Society has elected Dr. Leroy Na- 
pier, President; Dr. B. M. Kennon, Vice-President; Dr. §. 
L. Cheshire, Secretary-Treasurer. 

Thomas County Medical Society has elected Dr. H. M. 
Moore, President; Dr. W. Jarrell, Vice-President; Dr. 
S. L. Cheshire, Secretary-Treasurer. 

Turner County Medical Society has elected Dr. W. J. 
Turner, President; Dr. J. W. Bradley, Vice-President; Dr. 
John T. Moore, Secretary-Treasurer. 

Twiggs County Medical Society has elected Dr. A. J. 
Wood, President; Dr. H. A. Rogers, Vice-President; Dr. S. 

Ray, Secretary-Treasurer. 

Upson County Medical Society has elected Dr. H. A. Bar- 
ron, President; Dr. E. W. Carter, Vice-President; Dr. R. L. 
Carter, Secretary-Treasurer. 

Walker County Medical Society has elected Dr. J. M. Un- 
derwood, President; Dr. J. H. Hammond, Secretary-Treas- 
urer. 

Warren County Medical Society has elected Dr. F. L. 
Ware, President; Dr. G. R. Maner, Vice-President; Dr. A. 
W. Davis, Secretary-Treasurer. 

Whitfield County Medical Society has elected Dr. H. J. 
Ault, President; Dr. Trammell Starr, Vice-President; Dr. 
B. L. Kennedy, Secretary-Treasurer. 

Worth County Medical Society has elected Dr. J. L. 
Tracy, President; Dr. W. W. Sessions, Vice-President; Dr. 
W. C. Tipton, Secretary-Treasurer. 

Dr. Katherine Collins has been appointed bacteriologist 
for the City of Savannah. 

A memorial tree for Dr. Crawford W. Long was planted 
at Waycross January 13 by the children of the public 
schools in honor of Dr. Long, discoverer of anesthesia. 

Second District Medical Society has elected Dr. Chas. H. 

Watt, Thomasville, President; Dr. J. C. Keaton, Albany, 
Vice-President; Dr. A. W. Wood, Albany, Secretary-Treas- 
urer. 
Work on the $300,000 Steiner Memorial Hospital, Atlanta, 
will soon be started. The hospital will be used for the free 
treatment of cancer and will be operated in conjunction 
with the Grady Hospital. . 

An Anti-Tuberculosis Association has been organized by 
Clarke County. A full-time nurse will be employed under 
— of the Chairman of the Clarke County Board of 

ealth. 

Dr. Goodrich C. White has succeeded Dr. Theodore H. 
Jack as Dean of the School of Liberal Arts at Emory Uni- 
versity, Atlanta. Dr. Jack resigned to give his full time to 
the history department. 

Ambler Heights Sanitarium recently celebrated its first 
anniversary and opening of New Wing. r 

Because of lack of funds, the Carrollton Memorial Hos- 
pital, Carrollton, has been closed. 


Deaths 


Dr. John Isaac Darby, Columbus, aged 71, died March 4 
at Panama City, Fla. 
Dr. Samuel W. Fariss, LaFayette, aged 68, died March 12. 


KENTUCKY 


Barren County Medical Society has elected Dr. E. D. 
Turner, Cave City, President; Dr. Clifton Richards, Glas- 
(Continued on page 40) 
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Clinical Photography 


AA necessity in 
2 modern medical practice 


we The Eastman Clinical Camera Outfit— 


wa complete with two floodlight units 
De $160 


Un. Eastman Clinical Camera including 5x7 Camera. 
L Kodak Anastigmat Lens f.7. 7 in No. 2 Koda- 
; matic Shutter. One double 5 x 7 cut film or 
7 plate holder. One Lantern Slide Back and one 
‘i : Enlarging Back. Collapsible Stand with tilting 
as top. Two Eastman Floodlights. 

lic 

H. 

of 

F Descriptive circular on request 


Eastman Kodak Company 
' Medical Division Rochester, N. Y. 


Col- 
3 
Vi 
Ting 
dent ; 
2 
Bar- 
j 
— 


EP 


40 SOUTHERN MEDICAL JOURNAL 


May 1923 


SPECIALIZED PICTURE SCREEN SERVICE 


FOR 


PHYSICIANS, SURGEONS, DENTISTS ; 


THE VICTOR PORTABLE STEREOPTICON 
for regular or daylight projection. 
VICTOR LANTERN SLIDES 


in lecture sets on health and scientific topics, for 
rental or sale—4000 anatomical slides—slides made to 
order from any kind, size or form of illustrations or 
charts. 


Inquire for complete information. 
You will like Victor Service. 


VICTOR ANIMATOGRAPH COMPANY 


297 Victor Building 
DAVENPORT—IOWA—U. A. 


OUR CATALOG 
Just Off the Press. 


It is really an encyclopedia picturing 
and giving prices on such items as 
the hospital and surgeon need every 
day of the week. 


Write for a copy. 


Separate Catalog for Sterilizers. 


Surgical Selling Company 


Wholesale Hospital Supplies 
65 Forrest Ave. Atlanta, Ga. 


(Continued from page 38) 


gow, Vice-President; Dr. C. C. Turner, Glasgow, Secretary, 

Fleming County Medical Society has elected Dr. J. B. 
O’Bannon, President; Dr. "Brien, Vice-President ; 
Dr. Chas. W. Aitkin, Secretary-Treasurer. 

Metcalfe County Medical Society has elected Dr. James 
Taylor, President; Dr. H. B. Vanzant, Secretary. 

Whitley County Medical Society has elected Dr. J. p. 
Adkins, President; Dr. Garfield Howard, Vice-President; 
Dr. C. A. Moss, Secretary-Treasurer. 

Scott County Medical Society has elected Dr. W. H. Coff- 
man, President; Dr. J. W. Baird, Vice-President; Dr. S. §. 
Amerson, Secretary-Treasurer. 

Dr. P. C. Layne has been elected chief of the staff of the 
King’s Daughters’ Hospital, Ashland, and Dr. L. H. Winans, 
Secretary. 

The following have been appointed members of the City 
Board of Health, Louisville: Dr. Davis L. Field, Secretary 
(Dr. Field is also President); Mrs. John P. Coll and Dr. 
Andrew A. Reed. 

Ninth Street Settlement House, Louisville, has been 
chosen for the health clinic which will be maintained under 
the auspices of the health committee of the Women’s City 
Club, of which Mrs. Frederick J. Corl is Chairman. 

A Child Health Conference was recently organized at 
Seco. The following officers were elected: Mrs. Henry 
Pfening, Chairman; Mrs. B. F. Wright, Vice-Chairman. 

King’s Daughters’ Hospital, Ashland, will soon open a 
public free clinic to be conducted at the hospital. Mem- 
bers of the staff have offered their services free of charge. 

The Hazard Industrial Hoespital has been purchased by 
Drs. Collins and Gross, Hazard, at a price of $35,000. The 
hospital was established to serve accidents taking place in 
coal mines. 

Dr. Avonia Eades Kiser, Paris, and Miss Maude Ussery, 
Richmond, Ind., were married recently. 

Deaths 

Dr. Richard Hazlewood Moss, Hodgenville, aged 74, died 
March 15, following a stroke of paralysis. 

Dr. John W. Powell, Harrodsburg, aged 90, died March 14, 
Dr. George Thomas Simpson, Breeding, aged 71, died 
March 24, 

Dr. Frank P. Strickler, Elizabethtown, aged 68, died 
March 17. 

Dr. Eugene Daniel McCarty, Columbus, aged 30, died sud- 
denly March 7 from cerebral hemorrhage. 

Dr. Frank Allen Shemwell, Paducah, aged 74, died March 
31 from pneumonia. 


LOUISIANA 
Dr. John M. Oglesby, Alexandria, and Miss Angela Leake, 
New Orleans, were married recently. 
Deaths 


Dr. Gabriel C. Boudousquie, new Orleans, aged 52, died 
recently from pneumonia. 


MARYLAND 

At a recent meeting of the Maryland Psychiatric Society 
announcement was made of the opening of a mental hygiene 
clinic about April 1 at the University of Maryland. It was 
decided at this meeting to bring to the attention of the 
next General Assembly the importance of establishing a city 
psychopathic pavilion in Baltimore to cost approximately 
$300,000. Until this provision is made, advice regarding 
treatment to early mental cases will be given at the pro- 
posed mental hygiene clinic. 

following staff of physicians have been appointed to 
Bay View Hospital: Dr. Leo A. Lally, Resident Physician 
of the Tuberculosis Hospital; Dr. Claude G. Drace, Resident 
Physician at the General Hospital; Dr. R. J. Fulton, Resi- 
dent Hospital Surgeon; Dr. I. Franklin, Resident Physician 
of the Hospital for the Insane; Dr. Joseph T. Eafan, As- 
sistant Resident Hospital Physician. 

The following physicians have been appointed on the staff 
of the Children’s Dispensary to be maintained at the Robert 
Garrett Hospital for Children: Dr. Henry L. Sinskey, Di- 
rector of the Eye and Ear Clinic; Dr. W. Raymond McKen- 
zie, in charge of the Nose and Throat Clinic; Dr. Gustav 
H. Woltereck, Pediatrician. Six free clinics will be estab- 
lished at the hospitai as follows: Tuberculosis, dental, eye 
and ear, nos? and throat, child welfare and Schick, or anti- 
diphtheria. 

Dr. Arthur J. Lomas, Superintendent of the Iowa State 
University Hospital, and formerly assistant superintendent 
of the Johns Hopkins Hospital, has been appointed Superin- 
tendent to the University of Maryland Hospital, Baltimore. 
He will succeed Dr. Kenneth B. Jones, resigned. 

The medical societies of Johns Hopkins Hospital honored 
the memories of Louis Pasteur and Edward Jenner recently 
by addresses from Dr. Simon P. Flexner, of the Rockefeller 


(Continued on page 42) 
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/ AMLITTLE BIT OF “LET US SHOW YOU” 


OUTWEIGHS 
A WHOLE LOT OF “LET US TELL YOU” 


For over thirty years we have been furnishing Optical Pre- 
scription Service so good that it could hardly be bettered. That’s 
telling you. 


4 But just let us fill one or two of your Prescription Orders. 
That’ll be showing you! 


All we ask is a chance to do that; the rest will follow as a 
matter of course. 


Perhaps you’re a long way off: that makes no difference—it 
will enable us to demonstrate the Service we give to distant points. 


REMEMBER, IT’S NOT JUST OPTICAL WORK WE FURNISH 
—IT’S INTELLIGENT, PERSONAL, INDIVIDUAL 
SERVICE. 


Send for Rx Blanks, etc. 


D. V. BROWN 


Wholesale and Manufacturing Optician, Direct Importer, 


736, 738, 740 Sansom Street, Philadelphia 
P. O. Box 1392 
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Simplicity 
In character, in style,.... in all 
things the supreme excellence is 


simplicity. LoNGFELLOW 


HE IMPORTANCE of sim- 

plicity in any mechanical 
device such as a bloodpressure 
machine can hardly be over- 
estimated, for it is practically 
essential to accuracy, ease of 
operation and reliability. Con- 
sider the Baumanometer. Ob- 
serve its striking simplicity. 
Test its instant, accurate re- 
sponse. Compare its perfect 
ease of action and control. You 
will find it quite unlike any 
other bloodpressure instrument 
you have used. 


SUPPLIED THROUGH SURGICAL 
INSTRUMENT DEALERS ONLY 


W. A. BAUM CO., INC. 
100 FIFTH AVENUE  - 


NEW YORK 


(Continued from page 40) 


Institute, and Dr. Wm. H. Welch. Rare volumes from the 
pen of Pasteur were exhibited, and prints and portraits 
pertaining to his life were presented. 

Dr. Martin F. Sloan, Superintendent of Eudowood Sana- 
torium, Towson, for several years, has opened the Maple 
a Sanatorium at Sparks for the treatment of tuber- 
culosis. 

Dr. Charles F. Davidson and Mrs. Barbara Frick Cham- 
berlaine, both of Easton, were married February 24. 


Deaths 


Dr. William Caspari, Jr., Baltimore, aged 61, died Feb- 
ruary 13 from angina pectoris. 

Dr. Joshue Royston Green, Towson, aged 48, died Feb. 
ruary 22 from pneumonia. 

Dr. Benjamin Merrill Hopkinson, Baltimore, aged 62, died 
February 22. 

Dr. Frank T. Shaw, Westminster, aged 81, died February 
24 from uremia. 

Dr. Edgar Thomas Smith, Boonsboro, aged 62, died March 
9 from pneumonia. 


MISSISSIPPI 


Dr. L. S. Brown, Water Valley, has been appointed Health 
Officer to succeed Dr. H. R. Carr, who resigned to take a 
position at Sanatorium as a specialist in tuberculosis. 


Deaths 
Dr. Carroll Kendrick, Kendrick, aged 70, died February 17 
from heart disease. 


MISSOURI 


The Kansas City Clinical Society was recently organized. 
Officers of the society are: Dr. Edward H. Skinner, Presi- 
dent; Dr. L. F. Barney, Vice-President; Dr. James R. 
McVay, Secretary; Dr. Joseph Kimberlin, Treasurer. 

The Medical Milk Commission of the Jackson County 
Medical Society has elected Dr. George C. Mosher, President ; 
Dr. Edwin H. Schorer, Vice-President; Dr. Frank C. Neff, 
Secretary; Dr. Andrew W. McAlester, Treasurer. 

Dr. Joseph K. Phipps, Grant City, has been reappointed 
Deputy State Health Commissioner for a period of three 
years. 

Contracts have been let for additions to the St. Louis 
Children’s Hospital, to cost $150,000. The money was raised 
by a campaign last fall. 

Experimental research work and State-wide extension 
service in the form of diagnosis and examination of speci- 
mens for physicians and health officers are being conducted 
in the Public Health Laboratory of the School of Medicine of 
the University of Missouri, Columbia. The school’s labora- 
tory has been designated as the official laboratory of the 
State Board of Health. 

Dr. Eugene A. Scharff, Superintendent of the Isolation 
Hospitai, St. Louis, has been appointed Superintendent of 
the City Hospital, succeeding Dr. Rolla Henry, deceased. 

The Tuberculosis Society of St. Louis through its County 
Health Committee is cooperating with the County Court of 
St. Louis County in plans to engage a full time health 
officer at a salary of $5,000. 

Dr. W. E. Rudd, Salem, has been appointed Health Of- . 
ficer for Dent County to succeed Dr. McMurtrey, whose term 
has expired. 

Dr. Robert W. Kennedy, Marshall, has been appointed 
physician for Saline County. . 

Dr. Edward A. Doisy has been appointed Professor of Bio- 
chemistry at St. Louis University School of Medicine. He 
is at present Associate Professor of Biochemistry at Wash- 
ington University School of Medicine, St. Louis, and will 
take up his new duties August 1. 


Deaths 
Dr. Edward Baumhoff Le Saulnier, Eureka, aged 47, died 
March 9 following a long illness. 
(Continued on page 44) 


Dr. H. H. Kinney’s Infirmary 
OKOLONA, MISS. 


Has recently added the Original Battle 
Creek Treatments and an Electrotherapy 
Department. For further information 
address Dr. Kinney’s Infirmary, Okolona, 
Miss., Mrs. Juliet King, Secy. 
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Southern Medical Association’s Special Train 


“Our President’s Special”—A Train De Luxe 
To The 


American Medical Association Meeting 
SAN FRANCISCO, JUNE 25-29 


Via “The Scenic Route of the World” 


If you are going to Frisco this year travel via Southern Medical Asso- 
ciation’s Special. On this long trip enjoy the comradeship and fellowship 
of a fine group of doctors from the states comprising the Southern Medical 
Association. 

Train will start from St. Louis, the point at which the movement will concentrate, 
with additional sleepers joining at Kansas City. Through Pullmans from Birmingham 
and other points where the attendance will justify. 

“Our President’s Special”—so named because it will carry the President of the 
Southern Medical Association, Dr. W. S. Leathers, State Health Officer of Mississippi 
and a Section Officer of the American Medical Association, and Mrs. Leathers. Dr. 


Seale Harris, for many years Secretary-Editor and late President of the Southern Med- 
ical Association, has made reservation on this train for himself, wife and daughter. 


“The Quick, Cool, Scenic Way to the Convention City” 
SCHEDULE: 


Lv. St. Louis 9:00 a. m., Tuesday, June 19, Missouri Pacific 
Ar. Kansas City 5:20p.m., Tuesday, June 19, Missouri Pacific 
Lv. Kansas City 5:45p.m., Tuesday, June 19,‘ Missouri Pacific 
Ar. Colorado Springs 2:00 p. m., Wednesday, June 20, Missouri Pacific 
Lv. Colorado Springs 10:53a.m., Thursday, June 21, Denver and Rio Grande 
Ar. Salt Lake City 12:25 p. m., Friday, June 22, Denver and Rio Grande 
Ly. Salt Lake City 11:40 a. m., Saturday, June 23, Western Pacific 
Ar. San Francisco 5:45 p. m., Sunday, June 24, Western Pacific 


Leaving St. Louis we travel along the banks of the picturesque Meramec River, 
through the foothills of the Ozark Mountains to Pueblo, Colorado Springs (Manitou, 
Pike’s Peak, Garden of the Gods, Cave of the Winds, etc.), Denver, Grand Canyon of the 
Arkansas, the Royal Gorge, Tennessee Pass (more than ten thousand feet above sea 
level—the Continental Divide), Eagle River Canyon, Canyon of the Grand River (through 
all this in special open top observation cars), Glenwood Springs, Salt Lake City, over 
the cut-off of the Great Salt Lake and through the famous Feather River Canyon—one 
thrill and delight after another until you reach the Convention City. At the World’s 
Lise be 1915 this route justly received the official award of “The Scenic Route of the 

orld.” 


Special low rate, round trip, tourist fares in effect for this trip with privilege of 
returning by another route—via Southern route (Los Angeles, Grand Canyon of Ari- 
zona, etc.), or via one of the several Northern routes (Portland, Seattle, Yellowstone 
Park, Canadian Rockies, Glacier National Park, etc.) 


For fares, Pullman rates, schedule or other information, write 


SOUTHERN MEDICAL ASSOCIATION 


Birmingham, Alabama 


Or T. D. MOSS, Gen. Agent, Passenger Dept., 
Missouri Pacific R. R., Woodward Bidg., 
Birmingham, Alabama. 


Or J. M. GRIFFIN, Division Passenger Agent, 
Missouri Pacific R. R., Ry Exchange Bldg., 
St. Louis, Missouri. 
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A STANDARD 


American Product 
(Free From Alcohol) 


For Preparing 


MALT SOUP 


Of recognized value in the treatment of infants 
suffering from marasmus, atrophy and mal- 
nutrition. 

Typical Malt Soup results are obtained by using 
BORCHERDT’S MALT SOUP-EXTRACT, usual 
weight increase, marked change in character of 
stools and generally a satisfactory improvement. 
BORCHERDT’S MALT SOUP-EXTRACT is 
composed solely of Malt Extract and Potassium 
Carbonate in their correct proportion, according 
te the original Malt Soup Formula. 


Samples and Literature on Request 


BORCHERDT MALT EXTRACT CO. 
217 N. Lincoln St. CHICAGO, ILL. 


(Continued from page 42) 


Dr. Elmer Ellsworth Reed, Kansas City, aged 56, died 
February 17. 

Dr. Enoch Knabb, Springfield, aged 55, died February 19 
from cerebral hemorrhage. 

Dr. Charles Columbus Simmons, Bunker, aged 53, died 
February 21 at St. Luke’s Hospital, Kansas City, following 
a long illness. 

Dr. Daniel Orville Abrams, Independence, aged 75, died 
February 27 from heart disease. 

Dr. Benjamin J. Milam, Macon, aged 74, died February 17, 

Dr. John A. Brown, Belgique, aged 43, died January 12. 

Dr. John Andrew Horn, Burfordville, aged 89, died 
March 20. 

Dr. Robert M. Funkhouser, St. Louis, aged 72, died March 
13 from heart disease. 

Dr. Soloman Kampe, St. Louis, died March 15. 

Dr. J. L. Sappington, Centralia, aged 75, died March 5. 

Dr. John Storer Chiles, St. Louis, aged 45, died March 6 
from heart disease. 


NORTH CAROLINA 

Dr. James S. Mitchener, Raleigh, has been appointed Di- 
rector of the Division of Medical Inspection of Schools to 
succeed Dr. G. M. Cooper, who was recently appointed As- 
sistant Secretary of the State Board of Health. 

Davidson County Medical Society has elected Dr. R. V. 
Yokeley, President; Dr. J. A. Smith, Vice-President; Dr. D. 
R. Perry, Secretary-Treasurer. 

Members of the Mecklenburg Medical Society, at a recent 
meeting in Charlotte, presented Dr. Isaac W. Faison, former 
President of the North Carolina Medical Society, with a 
gold watch in honor of his seventieth birthday. 

The U. S. Veterans’ Hospital, Oteen, has been transferred 
to U. S. Veterans’ Hospital No. 84, Algiers, La. 

Dr. Everett F. Long, Raleigh, will succeed Dr. Knox E. 
Miller, of the U. S. Public Health Service, as Director of 
County Health Work. Dr. Miller has been assigned to Lou- 
isiana for similar duties. 

Dr. Frank D. Worthington, Charlotte, and Miss Alice 
Hunt Owings, Baltimore, Md., — married February 27. 

eaths 

Dr. William D. Crocker, Warsaw, aged 58, died February 
24 from influenza. 

(Continued on page 46) 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 
DEPARTMENTS: 
PATHOLOGY BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 
Allen H. Bunce, A.B., M.D., F.A.C.P. George F. Klugh, B.S., M.D. Jackson W. Landham, M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 


methods and technique are used. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


treatment are indicated. 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 
DRS. BUNCE, LANDHAM AND KLUGH 


Professional Bldg., 65 Forrest Ave., Atlanta, Ga. 
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A Mark of Quality A Sign of Service 


ACME-INTERNATIONAL 
Peer Y 
PROTECTIVE CYLINDER 


YOU CAN RAISE OR LOWER CYLINDER 

YOU CAN TILT CYLINDER FOR ANGLES 

YOU CAN ROTATE CYLINDER IN HORIZONTAL 

PLANE 

YOU CAN MOVE CYLINDER CROSSWISE OF TABLE 

TABLE IS SEPARATE UNIT FROM TUBE STAND 

TABLE CAN BE MOVED CROSSWISE OF CYLINDER 
Another Acme-International achievement that should 

be investigated, as dangers from stray X-rays and also 

from electrical shocks are reduced to a minimum without 

sacrifice in efficiency and with increase in tube safety. 


A descriptive pamphlet is now ready for you if requested. 


ACME-INTERNATIONAL X-RAY COMPANY 


341 West Chicago Avenue Chicago, Illinois 


Service and Distributing Headquarters in all Localities 


NOVARSENOBENZOL BILLON 


NEOARSPHENAMINE 


LES ETABLISSEMENTS POULENC FRERES, Paris 


Sole licensees to manufacture in the U.S.A. 


POWERS-WEIGHTMAN-ROSENGARTEN CO., Philadelphia 


The American production is identical with the French. Orders repeated with increasing 
quantities, emphasize tho unqualified approval of Novarsenobenzol — since its 
re-introduction into the United States. 


CAN BE SECURED FROM YOUR SUPPLY HOUSE OR DRUGGIST 


OV AVAY 
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Anti Rabic Virus 


TERRELL 


(U. S. Government License No. 84) 


You can treat your Rabies cases at home 
and thus help your patient economize in 
time and money. The product is uniform. 
It establishes a high degree of immunity. 
Ii is harmless. The treatments are free 
from complications. Reactions are less. 


Anti Rabic Virus, Terrell, has been used 
in over 1,000 cases with success and without 
deleterious effect in any instance. It is 
available for prompt institution of treat- 
ment, at the following Laboratories: 


TERRELL’S 
LABORATORIES 


The North Texas and Oklahoma Pasteur 
Institutes 


FORT WORTH 
(Texas State Bank Building). 


DALLAS 
(Medical Arts Building) 


RANGER 
(Terrell Building). 


TULSA 
(Richards Building). 


MUSKOGEE 


(Surety Building). 


OKLAHOMA CITY 


(Bailey-Terrell Laboratories). 


EL PASO 


(Turner’s Clinical Laboratory). 


TOPEKA, KANSAS 


(Lattimore Laboratory). 


(Continued from page 44) 
OKLAHOMA 


The Oklahoma Legislature has voted an appropriation of 
$100,000 for a new medical building to be located on the 
University of Oklahoma campus, ‘Norman. 

Physicians of Tulsa are anticipating the construction of 
a building to be used exclusively by physicians, dentists and 
allied professions. A contract has been let for an eight. 
story building to cost $400,000. 

Dr. J. J. Hardy, Poeteau, has been appointed Health Of- 
ficer for Leflore County. 

The Oklahoma Health Champion, the official monthly 
publication of the Oklahoma Public Health Association, 
which was suspended because of lack of funds, is being 
published again. 

Dr. E. A. Davenport, State Health Commissioner, has sent 
letters to all the physicians of the State asking that they 
support the Health Department in securing appropriations 
totaling $208,670 for each of the next two years. Three de- 
partments have been added to those under control of the 
Board: The Bureau of Control of Epidemics, a venereal 
— department, and a bureau of maternity and infant 
welfare. 

Dr. W. B. Smith, Fairland, has been appointed Health 
Officer for Ottawa County, to succeed Dr. J. T. Wharton, 


resigned. 
Deaths 


Dr. William Buford Pigg, Okmulgee, aged 62, died March 
7 at Richmond, Ky. d 

Dr. Thomas J. Gipson, Lawton, aged 61, died February 2. 

Dr. James Dunlavy, Maramee, aged 75, died March 7. 


SOUTH CAROLINA 

Greenville County Medical Society has elected Dr. T. R. 
W. Wilson, President; Dr. C. C. Ariail, Vice-President; Dr, 
J. D. Guess, Secretary; Dr. E. W. Carpenter, Treasurer. 

Lee County Medical Society reorganized on March 9. 

Pickens County Medical Society has elected Dr. L. G. 
Clayton, Prsident; Dr. F. L. Webb, Vice-President; Dr. J. 
S. Bolt, Secretary-Treasurer. 

Spartanburg County Medical Society has elected Dr. 
Henry H. Workman, Woodruff, President; Dr. Newton T. 
Clark, Spartanburg, Secretary. 

(Continued on page 48) 


Today 


is the tomorrow 
of yesterday --- 
the day upon which 
you said you would 


have a Medical 
Protective Contract 


Rates and specimen 
copy on request 


The 
MEDICAL PROTECTIVE COMPANY 
of 
Fort Wayne, Indiana 
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B. & B. and J. & J. Bandages in 
six-yard packages at 


50% Saving 


Special lot of Bandages put up for U. S. Government at remark- 
ably low prices. 


“ZONAS” 
GAUZE BANDAGE @ 


2% INCHES x 6 YARDS 


Bandage-compressed 


24 inchx6 yards 


Assorted as Follows 


4Doz.3 in. 
4 Doz. 314 in. 


To each carton. 16 cartons in case, for $69.00 
Price $5.00. 


Write for Special Prices in Larger Quantities. 


a 
Prepaid 
We will ship single cartons or more by parcel post (no charge 


made for postage) or case lots (16 cartons) by prepaid freight to any 
part of United States. 


Order Now 


Supply limited. Order as soon as possible. 
Fill Out Space Below and Mail to Us 


DOSTER-NORTHINGTON DRUG CO., 
2108 First Avenue, 
Birmingham, Ala. 
Gentlemen: 
Please send me at once by 


Cartons Government Bandages at $5.00 each. 


Cases Government Bandages at $69.00 each. 
OCc.0.D. Charge 


4 Doz. 214 


Yours truly, 


Name 


Address 


Doster-Northington Drug Co. 


Surgical Instruments, Hospital Supplies and Wholesale Drugs, 
BIRMINGHAM, ALA. 
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The 
Original 


| 
The Prescribed 
Food-Drink Over 
For One-third 
All Ages Century 


RACINE, wiS., U.S. A- 


Avoid 
Imitations 


(Continued from page 46) 


The Mountain View Hospital, Chesnee, was completely de- 
stroyed by fire March 7. The loss is estimated at between 
ea and $75,000. The Hospital was owned by Dr. J. B. 

ash. 

The Mullins Hospital, Mullins, was completely destroyed 
by fire March 8. The loss is estimated at more than $30,000, 
Drs. Lonnie M. McMillan and Frank L. Martin owned the 
hospital. 

Dr. William M. Love, Chester, has been appointed as a 
member of the Board of Health to succeed Dr. Wm. R. 


Wallace. 
Dr. B. R. Brown, City Physician and Chaifman of the 
Board of Health of Gaffney, has resigned. 
Deaths 


Dr. Stephen D. Doar, McClellanville, aged 85, died Jan- 
uary 29 from senility. 


TENNESSEE 


Bradley County Medical Society has elected Dr. T. R. P. 
Chambers, President; Dr. R. L. Bean, Vice-President; Dr. 
H. W. Harris, Secretary-Treasurer. 

Hawkins County Medical Society has elected Dr. W. C. 
Lyons, Surgoinsville, President; Dr. J. E. Miller, Rogers- 
ville, Vice-President; Dr. J. S. Lyons, Rogersville, Secre- 
tary-Treasurer. 

Loudon County Medical Society has elected Dr. Thomas 
Penland, Philadelphia, President; Dr. G. M. Hall, Lenoir 
City, Vice-President; Dr. T. J. Hickman, Lenoir City, Sec- 
retary; Dr. J. G. Eblen, Lenoir City, Treasurer. 

Madison County Medical Society has elected Dr. R. S. 
Brown, President; Dr. J. L. Field, Vice-President; Dr. B. 
C. Arnold, Secretary. 

Marshall County Medical Society has elected Dr. S. A. 
Moffitt, Cornersville, President; Dr. J. B. White, Lewis- 
burg, Vice-President; Dr. S. T. Hardison, Lewisburg, Treas- 
urer; Dr. T. E. Reed, Lewisburg, Secretary. 

Nashville Academy of Medicine has elected Dr. D. R. 
Pickens, President; Dr. L. J. Caldwell, Vice-President; Dr. 
J. O. Manier, Secretary-Treasurer. 

Sumner County Medical Society has elected Dr. C. C. 
Fowler, Hendersonville, President; Dr. W. N. Lackey, Gal- 


(Continued on page 50) 


AN EFFECTIVE TREATMENT 


Experience has shown that a pure, 
quickly acting culture of lactic acid 
bacilli is of much worth, and fre- 
quently of specific value, in infant 
enterocolitis, in difficult feeding 
cases and in colic of the breast fed 


baby. 


B. B. CULTURE has gained wide 
recognition throughout the South on 
account of the success attending its 
employment in “baby cases”. The 
season for such cases is at hand. 


“A prescription for B. B. CUL- 
TURE is an assurance of results. 


B. B. CULTURE LABORATORY, Inc. 
Yonkers, New York 


When your Sphygmomanometer 
shows your patient has high blood 
pressure, what are you going to do? 


Would you be willing to be con- 
vinced' that Electro-therapy is of 
great value to you in many such 
cases? 

We have a very special proposition 
to make physicians who want to in- 
vestigate this subject. 

Write us on your own letter head 
for full particulars if you are inter- 
ested. 


Thompson Plaster X-Ray Company 
Leesburg, Va. 


Thompson Plaster X-Ray Co., 
Leesburg, Va. 


Send me full particulars re your special propo- 
sition as advertised in Southern Medical Journal. 


Name. 


Address. 
Enclose your letter head. 
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“IT’S A DIETETIC CRIME TO PUT RAW 
MILK INTO A PATIENT'S STOMACH.” 


Cow’s milk is an efficient and economical source of raw material, but it has 
to be modified to make it dietetically suitable. 


DRYCO, on the other hand, is superlatively adapted for the feeding of 
sick, convalescent and invalid patients and infants. Pure, carefully selected 
cow’s milk, prepared by the rapid drying (Just’s) process (212° F. for 2 
seconds) has its casein changed into a colloidal protein, digestible without 
the formation of large, tough curds; its cream broken into rapidly assimi- 
lated <a acids, its vitamines unchanged, its anti-scorbutic properties 
retained. 


Not to use DRYCO is to run the risk of gastro-intestinal disturbance or 
nutritional failure. To employ DRYCO is to simplify feeding problems, 
insure against disorder, assure proper growth, strength and development. 
Sample, directions for use, an interesting booklet “The Doctor’s Rubaiyat” 
sent on request. 


THE DRY MILK COMPANY, 18 PARK ROW, NEW YORK 
“An International Institution for the Study and Production of Pure Milk Products.” 


Cardiac and Cardio-Renal Disorders 


For Relief of Dropsy: THEOCIN 


Theocin produces prompt and profuse diuresis— frequently when other 
remedies fail. Also a valuable auxiliary to digitalis. 


For Relief of Insomnia: ADALI N 


Because of its safety and excellent tolerance, Adalin is highly recommended 
for the sleeplessness and nervousness of cardiac and cardio-renal patients. 


For Arteriosclerosis: SAJODIN 


Where iodin is indicated Sajodin has the great advantages over the iodides 
of palatability, convenience, and superior tolerance. 


Literature on request 


WINTHROP CHEMICAL COMPANY, Inc., 16-22 Hudson St., New York, N. Y. 


WINTHROP PRODUCTS 
Conform to Original High Standards . 
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KELEN 


Pure Ethyl 
Chloride 


For Local and General 


ANESTHESIA 


Supplied in 10, 30 and 60 gramme 
automatic closing glass tubes. 
Also in 8 and 5 Cc. hermetically 


sealed glass tubes. 


The automatic closing tubes require 
no valve. Simply press the lever. 


Manufacturers 


FRIES BROS. 
92 Reade St., New York 


Sole distributors for the U. S. and Canada 
MERCK & CO. 


St. Louis 


New York 


Montreal 


B. 79888 
Keystone Spe- 
cialist’s Treat- 
ment Outfit. 


Has clips for 
spray tu bes 
and _ bottles, 
five drawers 
and a com- 
partment con- 
taining a 
Tankless Com- 
pressed Air 
Suction and 
Pressure Out- 
fit. 


Built of heavily enameled steel. 


Complete description upon request. 


WocHER & §ON Co, 


Surgical Instrument Makers 
29-31 West Sixth St., CINCINNATI, OHIO 


(Continued from page 48) 


latin, Vice-President; Dr. T. E. Wright, Bethpage, Secre. 
tary-Treasurer. 

Dr. W. G. Jones, Johnson City, announces the opening of 
Jones’ Eye, Ear, Nose and Throat Hospital. The Hospital 
will have a charity ward and also a free clinic each Mon- 
day and Friday. 

Drs. J. W. MacQuillan and Willard Steele, Chattanooga, 
have resigned from the staff of the clinic that is operated 
by the Veterans’ Bureau and have been succeeded by Dr, 
Stewart Lawwill and Dr. J. V. Eldridge. 

Dr. Sam Perkins, Franklin, has been appointed Physician 
to the Tennessee Industrial School. 


Deaths 


Dr. A. D. Berryhill, McKenzie, aged 58, died February 27 
from uremic poisoning. 

Dr. Howard Aiken Ijams, Knoxville, aged 49, was in- 
stantly killed March 7 when his automobile was struck by a 
street car. 

Dr. Clair Clayton Patch, Chattanooga, aged 47, died Jan- 
uary 23 at the Columbus Hospital, Chicago, from peritonitis, 

Dr. Francis Othyle Cornwell, Gainesboro, aged 33, died 
February 27 from paralysis. 

Dr. William Theodore Hope, Chattanooga, aged 72, died 
March 20. 

Dr. Charles Samuel Morrow, Memphis, aged 46, died 
March 14. 


TEXAS 


Medina-Uvalde-Maverick-Val Verde-Terrell-Edwards-Real- 
Kinney-Zavalla County Medical Society has elected Dr. Lo- 
renzo Cantu, Eagle Pass, President; Dr. D. A. York, Del 
Rio, Vice-President; Dr. M. A. Ramsdell, Eagle Pass, Sec- 
retary. 

Milam County Medical Society has elected Dr. A. S. Ep- 
person, Cameron, President; Dr. T. S. Barclay, Rocksale, 
Vice-President; Dr. G. B. Taylor, Cameron, Secretary- 
Treasurer. 

Polk County Medical Society has elected Dr. W. G. Pullen, 
Corrigan, President; Dr. B. C. Marsh, Livingston, Vice- 
President; Dr. Bryan Handley, Corrigan, Secretary-Treas- 
urer. 

(Continued on page 52) 


| The place of CELESTINS 


Vichy in the dietary is dis- 
tinctive and important. It 
is an alkaline water of 
diuretic action, and is in- 
dicated in cases of the fol- 
lowing: 

Chronic hepatic disorders; 
gastric and intestinal in- 
digestions; acid dyspepsia ; 
chronic catarrhal gastritis 
or enteritis; rheumatism ; 
diabetes; inflammation of 
the bladder; and a large 
number of minor ailments. 


There is no Vichy but that 
bottled by the Government 
works at Vichy, France. 
Order and accept only 
CELESTINS Vichy, other- 
wise you are getting mere- 
ly a beverage. 
A booklet on the therapeu- 
tic uses of CELESTINS 
Vichy will be sent on re- 
quest. 
HENRY E. GOURD 
General Distributor € 
456 Fourth Avenue, New York City 
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BARD-PARKER KNIFE. 


ASK YOUR DEALER. 
Satisfaction—Economy—Convenience 
Blades Nos. 10 and 11 are interchangeable on Handle No. 3 
Blades: $1.50 Per Doz. Blade Delivered in Envelopes containing 6 of one size. Handles: $1:00 Each 


BARD-PARKER CO., Inc. 37 East Twenty-eighth Street, New York 


BRAND’S BREWERS’ YEAST 


(CAPSULES) 


Vitamins are known to play an essential role in life—having much to do in the main- 
tenance of health. Brewers’ yeast is comparatively rich in water soluble B vitamin con- 
tent. As formerly used, brewers’ yeast was a wet, rather nauseous appearing, sticky 
mess, which would not “keep” more than a day or two. Its taste was very objectionable 
to many persons. 

The BRAND LABORATORIES have developed a process of drying brewers’ yeast so 
that it can be administered in capsules and still retain all of its fermentative power and 
vitamin content. It is a so-called live brewers’ yeast. 


BRAND’S BREWERS’ YEAST is the equal in every way of the wet brewers’ yeast 
obtained from the fermenting vats. It is dispensed in capsules only. 


Samples on Request 


BRAND LABORATORIES 


2530 Elston Avenue Chicago 
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FOLLOWING 
PAUL EHRLICH 


HE supreme importance of the 
arsphenamines is in their try- 
panocidal power. Lightning - like 
solubility of a drug solely affects 
the convenience of administration. 
The combination of maximum trypano- 


cidal value and of proper and complete 
solubility has been conserved in the pro- 


duction of 
SALVARSAN 
(Arsphenamine-Metz) 


NEOSALVARSAN 


(Neoarsphenamine-Metz) 


SILVER-SALVARSAN 


(Silver-arsphenamine-Metz) 


in conformity with the theories, formulas 
and processes of the discoverer, Paul Ehrlich. 


122 MUDSON 


wa 

0: LABORATORIES. Inc 


(Continued from page 50) 


The Medical Arts Building, Dallas, was formally opened 
March 20. More than 2,000 persons attended. 

Dr. Calvin R. Hannah announces the removal of his office 
to — Arts Building, Dallas. Practice limited to ob- 
stetrics 

Dr. C. M. Rosser, Dallas, leader of the movement which 
resulted in the passage of the medical practice act, was 
recently presented with a silver loving cup by his personal 
friends and associates in the Dallas County Medical Society, 
of which Dr. Rosser is the President. 


Deaths 


Dr. Charles T. Kennedy, Greenville, aged 50, died March 11, 

Dr. Larkin L. Harris, Cleburne, aged 60, died January 27 
— an illness of two weeks. 

Dr. W. E. Hall, Hallsburg, aged 75, died February 20 fol- 
an operation. 

Dr. Thomas Anderson, Waco, aged 92, died March 1. 

Dr. Evans R. Whitley, Commerce, aged 53, died March 27. 

Dr. Wade B. Willey, Dallas, aged 59, died March 21. 

Dr. A. M. Conrad, Mexia, aged 60, died suddenly March 22, 


VIRGINIA 


A contract has been awarded for the building of a chil- 
dren’s pavilion at Piedmont Sanatorium, as provided for by 
the last session of the Legislature. An appropriation of 
$20,000 was made for this addition. The Sanatorium is a 
State institution located at Burkeville and cares for colored 
tuberculosis patients. 

The board of supervisors of Wise County has made ap- 
propriation for a jail clinic for treating delinquent prisoners 
affected with social diseases. 

Dr. J. C. Bodow, Hopewell, has been appointed a member 
of the Prince George County Board of Health. 

Dr. I. H. Goldman, Richmond, first lieutenant in the 
Officers’ Reserve Corps, has been. assigned to the medical 
personnel of the 318th Infantry, Eightieth Division. 

Dr. H. U. Steph d, has resigned as a mem- 
ber of the Board of sen of the State hospitals. 


(Continued on page 54) 


THE OLD WAY _ ji THE NEW WAY 


For Men, Women and Children. 


For Ptosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-Iliac Articulations, High and 


Low Operations, etc. 
Ask for 36 page Illustrated Folder. 


Mail erders filled at Philadelphia only— 


within 24 hours. 
KATHERINE L. STORM, M.D., 
Originator, Patentee, Owner and Maker 


1701 Diamond St. 


TRADE 


S TOR M 


Binder ‘and Abdominal Supporter 


(Patented) 


OUR TUBE 

Better Ocular Therapeutics 
Can be obtained by the use of “M-E-S-Co” 
brand of Ophthalmic Ointments. Reasons: 
Selected Chemicals, Thorough Trituration, 
Perfect Incorporation, Sterilized Tubes, 
Boiled and Strained Petroleum, Excellent 
Service, No Waste, No Dirty Salve Jar, 
Right Prices. Write for complete information. 
MANHATTAN EYE SALVE CO., Inc. 

Louisville, Ky. 


Philadelphia 


Trade Mark Registered. 


Gluten Flour 
40% GLUTEN 
Guaranteed to comply in all —_ to 
standard requirements of U. S. Dept. of 


FARWELL & RHINES 
Watertown, N. Y. 


HIGH POWER 


Electric Centrifuges 


Send for C&O) Cat. Ce 


INTERNATIONAL EQUIPMENT C8. 
253 WESTERN AVE. BOSTON, MASS. 
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Schooldays 


the wearing of ill-fitting shoes \ @%!) 
with hard leather heels often 
produce nervous conditions which 

account for a growing child’s failure 

to make satisfactory physical and 
mental progress. 
In these cases, however, proper attention 
to the footwear and the routine use of 


Q’Sullivan’s Heels 


avoid irritation of the nervous system with its tendency 
to excessive fatigue, and thus remove what is often 
the chief impediment to the development of a child’s 
mind and body. 

Because of this, many a physician has come to consider 
O’Sullivan’s Heels an indispensable detail in the hygiene 
of school children. 


O’SULLIVAN RUBBER CO., Inc. 
New York City 


“The endocrines are functionally basic to all principles of physiology, in fact, endo- 
crinology is physiology, and no physician or surgeon can qualify adequately in any phase 
of medical science who is failing in knowledge of this subject. We must all be endocrinolo- 
gists to practice successfully the art of healing, which is our paramount function.” (‘‘The 
Interrelation of the Endocrines and the Vegetative Nervous System,’’ Wm. V. P. Garret- 
son, New York Medical Journal, March 15, 1922. 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and integrity 
of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic pro- 
ducts for which there is no chemical or biological assay. Every manufacturing process and all our 
product is supervised by our Analytical and Research Department. 


DESICCATED PITUITARY BODY, U.S.P. 
DRIED SUPRARENAIS, U.S.P. 
DRIED THYROIDS, U.S.P. 


SOLUTION OF POST-PITUITARY 
Insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


Organotherapeutic 
Products 


Manufacturers 
of 


417-421 Canal Street, New York, N. Y. 
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SAVE MONEY ON 


YOUR X-RAY 


Get our price list and discounts on quantities before you 
purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

10 % TO 25 % ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick shipment. 
PARAGON Brand, for finest work; UNIVERSAL Brand, 
where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
Eastman, Ilford or X-ograph metal backed. Fast or slow 
emulsion. 

BARIUM SULPHATE. For stomach work. Finest grade. 
Low price. 

COOLIDGE X-RAY TUBES, 5 styles, 10 or 30 milliamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 

will end your dark room troubles. 5 sizes of Enam- 
eled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and ples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

LEADED GLOVES AND APRONS. (New type glove, lower 


FILING ENVELOPES with printed X-Ray form. (For used 
plates.) Order direct or through your dealer. 
If You Have a Machine Get Your 
Name on our Mailing List. 


GEO. W. BRADY & CO. 


; q “e 780 So. Western Ave. CHICAGO, ILL. 
Southern Branch, 736 Perdido St., New ‘Orleans. 


SAVE YOUR OLD SURGICAL 
INSTRUMENTS 


INSTRUMENTS 
REPAIRED 
RENICKLED 
MADE OVER 
LIKE NEW 


Send them to us; you will be pleased. COST 
is = compared with price of new Instru- 
ments. 


Surgical Selling Company 


All Hospital Supplies 


(Continued from page 52) 


Dr. Warren T. Vaughan has resigned as attending physi- 
cian to St. Elizabeth’s Hospital, Richmond. Dr. Vaughan 
will assume editorship of the Journal of Laboratory and 
Clinical Medicine. 

Dr. William H. Higgins will be head of the Medical De. 
partment of St. Elizabeth’s Hospital, Rich d, beginning 
April 1. 

Blue Ridge Sanatorium, near Charlottesville, will soon 
begin work on four new buildings. 

Dr. J. Morrison Hutcheson has been elected President of 
the Richmond Chapter, Washington and Lee University 
Alumni, and Dr. A. A. Houser, a member of the Executive 
Committee. 

Dr. Beverley R. Tucker, Richmond, has been re-elected 
Vice-President of the Westmoreland Club, and Dr. J. McCaw 
Tompkins has been named one of the new members of the 
Board of Governors. 

The following physicians have been appointed members of 
committees of the Board of Directors of the Richmond Cham- 
ber of Commerce: Drs. J. Shelton Horsley, W. H. Parker, 
Charles R. Robins and Clifton M. Miller. 

The Richmond Pathological Society has appropriated $25 
for a prize to be offered for the best original research work 
produced by undergraduate students of the Medical College 
of Virginia during each current year. The prize will be 
awarded at commencement time. 

The $250,000 bequest left the Danville General Hospital 
by the late John E. Hughes will be used to erect a new 
building. 

Dr. Thomas Dewey Davis, Richmond, and Miss Willie 
Evelyn Owens, Marion, S. C., were married recently. 

Deaths 

Dr. Walter W. Rangeley, Christiansburg, aged 55, died 
March 4 following an operation. 

Dr. John R. Couch, Richmond, aged 54, died March 2. 

Dr. H. L. Bowyer, Emory, died January 28. 

Dr. Jamcs M. Raby, Windsor, ag«d 62, died February 28. 

Dr. Orville Nalle, Elkwood, aged 60, died February 18 
from cerebral hemorrhage. 

Dr. J. C. Wells, East Stone Gap, aged 79, died March 11 
from acute indigestion. 

Dr. Tunis C. Quick, Fal’s Church, aged 52, died suddenly 
February 20. 

Dr. Fenton Mercer Nichols, Purcellville, aged 61, died 
February 17 from pneumonia. ! 

r. Eugene Myron Herbert, Roanoke, aged 54, died re- 


cently from influenza. 


WEST VIRGINIA 

The date of the annual meeting of the West Virginia 
Medical Association has been changed to June 12-14. Re- 
member the place and the time: Beckley, June 12-14. 

Marshall County Medical Society has elected Dr. Page 
Dameron Barlow, President; Dr. Robert A. Ashworth, Sec- 
retary. 

Mercer County Medical Society has elected Dr. John H. 
Bird, Rock, President. 

Dr. George A. MacQueen, Charleston, and Mrs. Nelle Eu- 
bank, Hot Springs, Ark., were married February 1. 

Deaths 

Dr. Edgar Alonzo Ward, Hedgesville, aged 69, died March 6. 

Dr. Cummins E. White, Buckhannon, aged 54, died March 
14 from carcinoma of the stomach. 
Dr. Nelson Peck, Clarksburg, aged 74, died February 16. 


CLASSIFIED ADVERTISEMENTS 


VACANCY—Interne Eye, Ear, Nose and Throat service 
Grady Hospital. Good clinical and operative experience. 
Appointment in June for eighteen months. For information 
write Dr. F. P. Calhoun, 21 Doctors Building, Atlanta, Ga. 


WANTED POSITION—Pathologist or directorship with 
hospital, clinic or group. Many years’ experience, studied at 
leading institutions, expert in all laboratory examinations 
and x-ray work. Go anywhere. X. Y. Z., care Southern 
Medical Journal. 


FOR SALE—One Kelley-Koett x-ray machine practically 
new. Machine will be guaranteed by both the factory and 
the owner to be in first class condition in every way—vill 
-_ dh a bargain. Address H. M. J., care Southern Medical 

ournal. 


FOR SALE—Complete Clow Hydro-therapeutic Equipment; 
Marble Controller Table; Electric Light Cabinet; Steel Hot 
Cabinet; Sitz Tub; Shower and Needle. Address Buckstaff 


65 FORREST AVE. ATLANTA, GA. 


Bath House Co., Hot Springs National Park, Ar 
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SOUTHERN MEDICAL JOURNAI 


A SAFE PRACTICAL 
OFFICE TECHNIC 


The attitude of the medical profession 


towards Loeser’s Intravenous Solutions is 
worth recording, because it illustrates 
appreciation of merit. 


Physicians in the mass do not continue 
to see superiority in pharmaceuticals over 
a long period of time, unless superiorities 
are actually there. 

And, it is an indisputable fact that 
thousands of physicians do constantly, 
continuously testify to these superiorities 
by specifying 

Loeser’s Intravenous Solutions 
“The Standard” 


Controlled by chemical, physical and animal tests. 


New York Intravenous Laboratory 
100 West 21st Street 
New York, N. Y. 


Producing Ethical Intravenous Solutions 
for the Medical Profession txclusively. 


LOESERSINTRAVENOUS SOLUTIONS 
HAVE MADE | 
INTRAVENOUS MEDICATION 
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N examination of some 

of Sherman’s Vaccine* 
prepared Ten Years ago 
showed no apparent deterio- 
ration nor autolysis. 


We welcome microscopic com- 
parisons of our vaccines for,— 
freedom from _ deterioration 
and autolytic products, accu- 
racy of count and morpholog- 
ical characteristics. 


Bacteriological Laboratories of 
G. H. SHERMAN, M.D., 
Detroit 


*This vaccine was in druggist’s stock in 
the regular way and recalled as outdated. 


Medication for 
Hypodermic Treatment 


Sterile, Accurate, Efficient. In Hypule Form 
Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
Hydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 

These hypules not only insure 
) full potency and exact dosage of 
the drug to be administered, but 

= they afford the physician an ascep- 
Heisters tic, and readily assimilated solu- Heisters 
Hypules tion or suspension. For treatment Hypules 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use of HEISTER’S HYPULES 
places this form of medication on a scientific 
basis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialties in Hypule Form 


List on Application CINCINNATI, OHIO, U.S.A.] am 


: 3. We give prompt service. 


SURGICAL INSTRUMENTS 


THREE REASONS TO SEND US YOUR ORDERS— 


1. We carry a large stock. You are certain to have 
them filled. 


2. We sell only goods of quality. We do not handle 
seconds. 


Mail, Wire or Telephone Us Your Needs Today. 


VAN ANTWERP’S DRUG CORPORATION 


Surgical Instruments and Supplies. 


Mobile, Alabama 
VAN ANTWERP BUILUING 
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WHY WEAN THE BABY? 


BREAST FEEDING 


If there is a time in life when the Golden Rule may be applied 
and a baby needs a square deal it is when the mother’s breast is 


prematurely taken from him. 


The possibilities of saving life with breast milk, in both well 
and sick infants, far outweighs any other one thing in the whole 


of the medical art. 


Our scientific pamphlet “Breast Feeding and the Re-estab- 
4 lishment of Breast Milk” is our latest and best contribution to our 


many medical friends. 


Yours for the Asking 


Breast milk first 


Complemental Feedings of MEAD’S DEXTRI-MALTOSE, cow’s 
milk and water second. 


“A square deal all around.” 


MEAD JOHNSON & COMPANY 


Evansville, Indiana, U.S. A. | 


Canadian Address 


London 
40 and 42 Lexington St. 163 Dufferin St., 
Toronto 
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MERCUROSAL SUBJECTED 
TO PHYSIOLOGICAL TEST 


FTER every practicable 
A chemical test has shown 
Mercurosal,* the new anti- 
syphilitic mercury compound, 
to be satisfactory, this prod- 
uct is subjected to a test 
for toxicity on rabbits of 
standard weight, these ani- 
mals having been found to 
yield more definite data than 
others. 

Mercurosal in solution is 
introduced into the marginal 
vein of the rabbit’s ear at a 
carefully controlled rate—very 
slowly depending on the size 
of the animal. The optimum 
rate of injection has been de- 
termined by numerous experi- 
ments, and is an bic? 
item in the test. 

Our investigators will not * 


pass any batch of Mercurosal . 


that will prove fatal to a 2- to 
4-kilo rabbit in a dose of less 
than 40 to 80 milligrams. The 
standard is a minimum of 20 
to 30 milligrams per kilo. 

The margin of safety is im- 
pressive. Calculated on the 
basis of weight alone a toxic 
dose of Mercurosal for a man 
weighing 65 kilos (150 lbs.) 
would be 1.3 gms. or 13 times 
the recommended wntravenous 
dose. 

By means of the chemical 
tests we determine the purity 
of Mercurosal, and from that 
might be judged its relative free- 
dom from toxicity; nevertheless 
the physiologic toxicity test 
is invariably performed as 
an added precaution. 


*Disodiumhydroxymercurisalicyloxyacetate. Contains about 43.5% of mercury 
in organic a Relatively non-toxic and non-irritating. Adapted for 


intravenous and intr: 


istration in the treatment of syphilis. 


PARKE, DAVIS & COMPANY 
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